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Abstract 
 
This research aims to explore older women’s perspectives on the factors contributing to their 
survival and recovery from sexual assault experiences in earlier life.  A sample of older female 
survivors was recruited from counselling agencies where they had named sexual violence as an 
issue in their counselling.  Drawing on the analysis of the women’s perceptions of their experience, 
the study aims to identify appropriate counselling approaches for supporting survival and recovery 
for older women who are survivors of sexual assault.  It is acknowledged that such approaches 
would address both the long-term histories and the complexity and severity of related issues that 
would lead to resolution of outstanding sexual violence issues by old age. The importance of this 
study lies in the intersection of several areas of experience that rarely appear to have been examined 
for their interrelationships but are relevant to understanding both the experiences of older survivors 
and in turn service provision for this group.     
 
Much has been written about older female victims of violence across the lifetime.  Most of this 
body of research concerns domestic violence, intimate partner violence, elder abuse, or sexual abuse 
occurring in late life.  Very little is known empirically about experiences of sexual violence across 
the entire lifetime or ways that ongoing unresolved issues continue to impact on survivors as they 
grow older.  Their experiences are likely to differ in a variety of ways from those of women of other 
ages for a number of reasons.   
 
The most significant reason for women reaching old age with lingering issues appears to be related 
to the passing of long time periods since their unresolved sexual violence experiences occurred.  
Accumulating impacts across many years of life tend to culminate in trauma effects which may be 
challenged by fresh issues related to ageing. Recovery trajectories for these women are complicated 
by the statistically high rate of revictimization and the accumulated impacts of sexual violence in a 
number of areas, as well as increasing trauma effects that may result from suppression of memories 
for many years as a coping mechanism, as they weathered the aftermath of multiple instances of 
sexual violence.  Recovery may have been delayed or old issues retriggered by revictimization and 
the physical, emotional, psychological, sexual, economic, spiritual and interrelational impacts 
remaining unresolved in the absence of counselling to appropriately address this issue.  
 
In the era of currently older women’s youth when they first experienced victimization, the social 
norms and attitudes regarding sexual matters made it unacceptable to discuss this topic or the 
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related, shame-filled experiences of childhood abuse or adult sexual assault.  Their violation 
frequently remained a secret within the family.  Lack of knowledge about this phenomenon meant 
that women often blamed themselves and did not connect subsequent psychological or emotional 
issues with childhood experiences or those occurring in their youth.  They were effectively silenced 
about their victimization.   
 
Many older survivors have availed themselves of the services of psychiatrists or counsellors many 
times across life for various issues that these professionals mostly did not recognise as related to 
earlier sexual violence.  Not until the 1980s, when these women were already adults, did specialist 
sexual assault counselling commence in Australia. Despite this, apparently little knowledge about 
these services was available from mainstream medical practitioners and counsellors.  Lack of 
knowledge and appropriate referrals may have led to women attending many series of counselling 
without obtaining therapy that assisted their recovery.   
 
Complex lifelong victimization histories consist of negative and positive experiences of survival 
and attempted recovery.  To usefully analyse elements of long histories, the exacerbating and 
ameliorating elements of experience impacting on their lives are considered.  Vulnerability and 
resilience theory provides a useful tool for uncovering factors contributing to their recovery status.  
Trauma theory assists with explanations of long-term effects due to multiple impacts of sexual 
violence.  The balance of positive and negative factors helps determine whether these women could 
negotiate old age knowing that long-term issues had been laid to rest. Social constructionist aspects 
of feminist theory are used to analyse elements of oppressive experience pertaining to their roles as 
women in a male-dominated society.  
  
This is a timely issue to consider as a healthier older population ages and a larger number of 
counselling, health and welfare services are required to service this growing population.  The study 
finds that older survivors may use a variety of services to find therapeutic solutions resulting in 
resolution of long-standing issues such as sexual violence prior to facing the added challenges of 
reaching old age.  It also finds that the provision of comprehensive and appropriate therapeutic 
services would ameliorate the potentially serious issues of this group of victimized women in late 
life and enable a peaceful end of life.        
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Chapter 1 
Introduction 
 
Little is known about the ways in which currently ageing women cope in their later years with the 
effects of earlier experiences of sexual assault or abuse or about unresolved trauma effects common 
in survival of sexual violence that have accumulated across the lifetime.  Despite recent research 
interest in older women’s experiences of domestic violence, little is known about older sexual 
violence survivors’ experiences across the lifetime.  The focus of this study is on female survivors 
because the literature shows that the vast majority of survivors are female (Edwards, 2003, p. 3; 
Brewster and Cook, 2002, p. 22) whilst the majority of perpetrators are male (Dominelli, 1989, p. 
298).  This thesis explores the negative and positive influences on survival of sexual violence across 
the lifetime, including background factors to survival, with a further area of exploration concerning 
counselling approaches appropriate to these women during recovery.  Although definitions of 
ageing are unique to each woman, participants in this study were aged 60 years and over. 
  
1 Background to the study 
This applied research study emanates from counselling practice with adult female survivors of 
earlier sexual abuse or assault, also known as sexual violence.  A number of characteristics of the 
few older women seen in the researcher’s counselling practice raised interest about noticeable 
differences between them and women of other ages in terms of both their experiences over time and 
their counselling needs.  It is these differences that impact on counselling approaches to suit this 
group. Future trends promise higher numbers of older women seeking counselling as the population 
ages.   
 
It was observed that the older women accessing services generally fell into two categories: those 
whose earlier experiences were severe in terms of sexual violence impacts and who had been 
mental health clients or experienced other physical health problems for many years; and those who 
reported they had coped relatively well across their lives but wanted to break the silence by 
disclosing their experiences and receive an empathic hearing, enabling them to put these issues to 
rest as they faced old age.  Many of the latter group required only a small number of counselling 
sessions before they reported feeling as if they could now manage their lives successfully.  These 
groups appeared at the extreme ends of the spectrum, since those with mental health issues 
displayed a wide variety of long-term symptoms, with the implication that they found it difficult to 
reach a stage of recovery with which they were satisfied.   
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These older women reported a myriad of ways they had coped across the years and managed their 
situations, as well as the effects of past experiences on their lives.  These experiences represented a 
continuum of experience between vulnerability and resilience.  The researcher’s sense of curiosity, 
along with a desire for focused and suitable counselling provision to be available for all older 
women, led to considering this topic for research.   
 
2 Rationale for the study 
A number of aspects of this topic are important in describing and seeking explanations for the 
dynamics displayed in the lives of older female survivors.  Little has previously been written about 
the long-term or cumulative impacts of unresolved trauma related to sexual violence upon the 
ageing process, or the meaning of survival for older women. Because the literature reveals the 
possibility of sexual violence survivors of all ages being at increased risk of revictimization 
(Classen, Palesh and Aggarwal, 2005, p. 103) and related trauma effects over extended periods 
(Casey and Nurius, 2009, p. 518), it is suggested that survivors may continue to suffer into older 
age if relief is not achieved through suitable counselling.  It is further surmised that the current well-
being of older women may be affected by the fact that this age group largely did not have access to 
specialised sexual violence counselling services at the time of their earlier abuse or assault. The 
differences in recovery experiences within this group may also be explained by ameliorating or 
exacerbating factors occurring during long time spans across life that influenced experience.   
 
A consideration of these factors may serve to indicate to service providers what older female sexual 
violence survivors perceive is ideally required in counselling.  Recent research on older women’s 
generic experiences of violence focuses on older women’s sexual violence experiences minimally, 
whilst exploring elder abuse and continuing intimate partner and domestic violence.  For this 
reason, this study focuses on the impact of effects of earlier sexual violence related experiences 
across long time spans continuing into old age, and the suitability of counselling offered to address 
these long-term issues.  The term ‘sexual violence’ is used frequently in this thesis to denote ‘a 
broader term than sexual assault involving a continuum of behaviours from sexual harassment to 
coerced sexual activity to rape’ (VicHealth, 2002, p. 22), in recognition of the fact that participants 
in the study self-defined their experiences of sexually violent crimes against them. 
  
It is important not to assume every sexual assault survivor’s life is characterised by long-lasting 
negative effects (Allen, 1995, p. 16).  A number of ameliorating factors are explored in this study 
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that enable a more positive survival experience, including the meaning of personal vulnerability and 
resilience factors in women’s lives.  Since the guiding theory is social constructionism viewed 
through a feminist lens, the study considers reported facets of older female survivors’ lived 
experience as they sought recovery in the context of being older and female in a youth oriented, 
male-dominated world.  The related areas explored include feedback on positive aspects of 
participants’ lives that assisted survival, for instance, personal attributes such as resilience and 
resourcefulness; the value of both informal and professional support participants enjoyed across 
life; and the nature of coping skills and strategies over time, to name a few of the positive 
influences they experienced.   
 
Drawing on available literature, the concepts mentioned above form the framework for exploration 
of women’s varied experiences during survival.  The research aims to explore two main areas, the 
first of which concerns participants’ perceptions of background and lifestyle factors impacting upon 
their recovery in the context of sexual assault or abuse experiences earlier in life, along with their 
victimization history. This includes an exploration of the mediating effects of ageing on women 
who are sexual violence survivors. The remainder of the framework explores participants’ 
perceptions of counselling experiences and characteristics, especially elements that are likely to 
comprise effective practice with a group with the characteristics mentioned above.  The complexity 
of multiple experiences or combinations of experience throughout life is acknowledged, in light of 
the fact that a statistically high proportion of survivors of childhood sexual violence are repeat 
victims in adulthood and suffer chronic after effects of the trauma of sexual violence. 
 
3 Significance of the issue being explored 
This study concerns one of the most disadvantaged sections of the population of older women in 
Australia today: older survivors of earlier sexual violence. As far back as 1987, Australian 
researcher Cherry Russell raised the alarm about what is known about the position of older women 
in the Australian community, which has changed little today: 
 ‘Future generations of women will enter old age with more education, work experience, and, 
perhaps, a different consciousness of what it means and can mean to be a woman.  They will 
also need a different consciousness of what it means – and can mean – to be an old woman.  
And if they look, even at the meagre research currently available, they will find models from 
which we can learn what is needed to ensure that all women have the opportunity to realise 
the full, liberating potential of long life’ (p. 131).  (author’s italics) 
As the population in older cohorts grows, it is vital that tailored responses be formulated to deal 
with the outstanding issues of what is arguably one of the most vulnerable groups of the aged 
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population.  It is the vulnerable groups in society that tend to require the plethora of health and 
welfare services that are currently utilised by women experiencing assault (Lievore, 2003, p. 111).  
 
Several factors dictate the increasing importance of providing counselling services tailored to the 
needs of this group. Due to improvements in health care people are living longer, with women 
comprising the majority of the ageing population (McCallum & Geiselhart, 1996, p. 7). An 
increasing number of ageing women are expected to be affected by unresolved trauma related to 
earlier sexual violence experiences, due partly to the fact that the therapeutic needs of this group 
may have spanned many years of life and not been fully met through counselling earlier in life.   
 
Official statistics, which rely mostly on studies of people already accessing therapy or medical 
treatment, do not accurately reveal the proportion of older women who may have experienced 
sexual abuse as children or sexual assault later in life.  This is accounted for by the fact that their 
earlier experiences may have been unreported because of silencing by the secret nature of taboo 
topics such as sexual violence in older survivors’ eras (Duncan and Mason, 2011, p, 20). 
 
Moreover, research shows that survivors who do not seek appropriate and timely assistance in 
dealing with sexual violence related issues use a wider variety of health services than do their peers 
(Lievore, 2003, p. 111).  Their unmet needs, therefore, are of paramount importance as new cohorts 
of women replace those who traditionally did not discuss such private matters with others (Duncan, 
2002, p. 4; Mears and Sargent, 2002, p. 20). Survivors who are ageing will continue to face the 
double impact of both ageing and having survived earlier sexual violence if recovery has not yet 
been achieved. It may be surmised that, since knowledge about services is more widely known 
today, an increasing number of women are likely to seek counselling to deal with the aftermath of 
earlier sexual violence as they age, hence the need for suitable counselling services.  The final 
conclusions and implications chapter will be informed by the above-mentioned factors, in 
suggesting suitable counselling approaches to meet their needs, and in recommending directions for 
future research.     
  
4 Research Questions 
The research is divided into two parts, the first exploring background factors relating to older 
women who have survived sexual violence at any time in life, including both negative aspects of 
life that exacerbate recovery, and positive attributes or experiences that ameliorate the effects of 
sexual violence on survivors as they age.  It is addressed through the following research question:   
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‘Now that they are older, what individual factors across the lifetime do participants perceive 
influence their recovery experiences related to the impacts of earlier sexual abuse or 
assault?’ 
 
The second part of the research explores the implications of these aspects of life for study 
participants, in order to inform the second research question about counselling approaches to assist 
them, as follows: 
‘What are participants’ perceptions about what constitutes counselling approaches that 
facilitate recovery from earlier sexual violence?’ 
 
These topics will be explored through data derived from interviews with participants.  Firstly, the 
literature that was canvassed to inform this topic is considered in three literature review chapters, 
followed by discussion of methodological issues and the methods employed in the research.  The 
findings are then reported, explained and discussed, with the final section of the thesis concerning 
the implications of important identified factors for realisation of suitable counselling responses to 
this group. Finally, conclusions and recommendations  are  given, along  with  directions  for  future  
research  to  carry  this  topic further in the therapeutic community. 
 
Summary of the Thesis  
The Introduction outlines the subject matter of the thesis, including the rationale, purpose, 
significance of the topic and the its contribution to knowledge about the topic of sexual violence 
and counselling approaches to address its aftermath in the lives of ageing women.  It then 
summarises the contents of each chapter individually. 
   
Chapter Two discusses the literature on women’s lifetime experiences of sexual violence. 
Definitions of sexual abuse and assault, (often referred to as ‘sexual violence’ in this thesis), 
including literature on intimate partner violence, are discussed, along with what is known about the 
prevalence of sexual violence for all age groups.  Aspects of sexual violence are examined, 
including knowledge of ageing women’s experiences as survivors, its impacts, including trauma 
impacts and revictimization experiences, both common experiences for survivors of all ages.  
Literature on unresolved and cumulative trauma is examined as a possible catalyst that 
differentiates the experiences of the study group from those of other survivors.  
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Discussion of negative or positive factors influencing recovery is included, including the role of 
emotional resilience and naturally occurring positive characteristics, the acquisition of effective 
coping skills and strategies, and the value of support during recovery from the impacts of sexual 
violence.  Negative aspects discussed include avoidance and suppression as a means of coping, and 
lack of support in healing, along with rural geographic location as a contributing factor in limiting 
knowledge about this issue. The chapter concludes by bringing the above aspects together to outline 
their inter-relationships and their contribution to informing an exploration of the aspects that form 
the background to this topic.  
 
Chapter 3 discusses the literature concerning ageing.  Portrayals of ageing and theory that informs 
knowledge about ageing are firstly discussed, along with the literature informing a study of survival 
of sexual violence by old age.  Discussion on old age includes both positive and negative portrayals 
of the ageing process: the concept of ‘successful’ ageing; the impact of ageism, sexism, and 
structural issues surrounding feminine experience of sexual violence; and the role and significance 
of trauma whilst ageing. This section concludes with a discussion of the literature about age-related 
social experiences and societal attitudes towards sexual assault, including the meaning ageing 
survivors hold for these experiences. The influence of factors related to this age group’s experiences 
in late life is examined for its correlation with both ageing and sexual violence experiences.   
 
Chapter 4 outlines components of counselling for older women who have survived sexual violence 
earlier in life.  In the first section, factors influencing survivors’ therapeutic needs in old age are 
discussed, including their counselling needs.  Therapeutic approaches for older people are explored 
and critiqued, with discussion of their relative merits. This is followed by discussion of desirable 
characteristics of counsellors offering services for older people.   
 
Debates surrounding counselling for older people are discussed, including critiques of the literature 
on the value of counselling in the final stage of life; comparisons of brief and longer-term 
counselling approaches with the aged; sectoral location of counselling services for older survivors; 
and critiques of the nature and shortcomings of the literature in discussing the needs of older 
survivors of earlier sexual violence.  A case is made for the use of trauma frameworks and feminist 
approaches with long-term female survivors of sexual violence. Finally, the implications for 
suitable provision of counselling for older sexual violence survivors are discussed.  
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Chapter 5 outlines the methodology for carrying out this study and the methods employed.  
Guiding theoretical influences are discussed, and the rationale for using social constructionist 
inquiry viewed through a feminist lens and the use of narrative inspired interviewing. It discusses 
the rationale for the research design; the foci of the research; the criteria for inclusion in the study; 
and conceptualisation of individual concepts operationalised in the research.   
 
Important concepts include sexual violence experiences across the lifetime; ageing experiences; the 
trauma of sexual violence and its negative impacts; resilience and coping and what they mean for 
ageing survivors; and approaches to counselling for the research group.  Inter-relationships between 
areas of conceptualisation and reasons for consideration of various concepts as outlined above 
complete this section.  Participants’ demographic information is also included.  
 
The second section of this chapter comprises methods used in the study.  Sampling and recruitment 
processes and issues are discussed. Data collection details, including discussion about the 
characteristics of semi-structured narrative style interviewing are then outlined. Particular issues 
related to feminist methods are also presented. Descriptions of data management and analysis using 
the NVivo computer programme follows, comprising explanations of coding methods and the utility 
of the chosen process. The question of validity is discussed, including researcher transparency, 
reflexivity and rigour.  The chapter concludes by discussing relevant ethical issues. 
 
Chapter Six reports on findings and analysis related to the first research question.  It reports on 
background factors to the history of participants’ sexual violence experiences that have impacted 
upon recovery, including factors related to age.  Demographics about factors related to sexual 
abuse/ assault experiences and other major themes identified by participants are presented.  The 
latter include factors that amplified difficulties in recovery, and those that mitigated the impact of 
sexual violence and assisted recovery, such as discussion of a variety of impacts experienced.   
 
Its conclusions outline how the influential factors in the personal backgrounds of participants, when 
considered in relationship to each other, result in delineation of factors impacting on participants’ 
recovery, continuing into late life.  These conclusions influence suitable counselling approaches that 
make strategic use of the findings of this chapter. 
  
Chapter Seven, the second of two findings and analysis chapters, reports on data related to the 
second research question.  The chapter explores aspects of participants’ counselling history, the 
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nature of counselling experienced, including types of therapy and the contexts in which the women 
attended counselling, along with the suitability of counselling accessed across their lives.  
 
The chapter also discusses participants’ views on the personal attributes of counsellors they saw, 
particularly those that hold significance for this age group.  The discussion incorporates opinions on 
counsellors’ interactions with clients, and personal attributes and professional attitudes of 
counsellors as they impact on services received.  The chapter concludes by presenting participants’ 
opinions about personal counselling experience, influenced by background factors across life, to 
inform counselling practice with this group.   
 
To conclude the thesis, Chapter Eight presents the implications of the findings and conclusions. 
This discussion incorporates issues significant to providing suitable services for this ageing group, 
and recommends practice approaches relevant to participants through considering ways that trauma 
differentiates sexual violence experiences for this group over long time spans and the meaning of 
survival of sexual violence by late life.  The argument for the need for recognition of age-related 
difference and its implications for appropriate services is presented, through considering factors that 
impact upon older survivors’ experiences.  The women’s recommendations are added to those of 
the researcher, along with limitations of the research and suggestions for future research in this area.    
 
In conclusion, it has been established in this chapter that older women who are survivors of sexual 
violence face unique challenges as they reach old age, and further, the contention is that their 
service needs are under-recognised and appropriate counselling provision sparse.  It is also 
established that the needs of this group will loom larger over time due to the expected growth in the 
ageing demographic as the Australian population ages, with potential consequences for meeting the 
therapeutic requirements of this growing group.  
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Chapter 2 
Literature Review 
Characteristics of sexual violence and the journey to recovery 
 
Older women’s experiences of sexual violence across the lifetime have been little explored in 
research and offer a rich tapestry of possible variables that may not apply to women of other ages.  
Although this chapter concerns factors related to sexual violence that assist in informing the first 
research question, interrelationships between all the research topics are first discussed.  The ageing 
experiences of survivors and the characteristics of counselling suited to older survivors’ needs are 
discussed in the following two chapters.   
 
Interrelationships between the important concepts in this research are best identified through 
examination of background knowledge about participants’ lives related to sexual violence 
experiences across the lifetime.  Part of this exploration concerns ways that influences on personal 
background have affected the lives of women across the lifetime to old age, in an attempt to paint a 
comprehensive picture of their lives in the context of sexual violence.  Although their links to each 
other are sometimes tenuous, the characteristics of the above-mentioned phenomena indicate ways 
in which loosely described positive or negative experiences may contribute to varying recovery 
outcomes according to the context of their lives at any time and the nuances of individual 
experience. This in turn may indicate variables that assist in identifying useful counselling 
approaches for sexual violence survivors in old age.     
  
The literature on sexual violence concerns its nature and prevalence and reasons behind its 
occurrence. One area concerns both ameliorating and exacerbating factors affecting survivors’ 
recovery across life since experiencing sexual violence, such as vulnerability and resilience levels in 
women’s lives and ways that trauma was experienced in terms of severity and frequency of 
violence.  Other background factors that influence recovery are family background, as well as 
individual women’s characteristics, and elements of experience that may be relevant to survival, 
such as coping skills and levels of support received during recovery.  The literature relating to 
sexual violence is inconsistent or incomplete in terms of its coverage of particular aspects of the 
research topic, illustrating the complexity of the issues applying to this group.  
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1 Literature on sexual violence  
Literature on women’s survival of sexual assault and childhood abuse or incest falls into several 
categories. The first section discussed includes sexual violence prevalence, including details about 
perpetrators and the reasons why sexual violence occurs; the various impacts of sexual assault, 
encompassing a variety of effects on health and well-being; negative and positive connotations of 
survival experiences; and various aspects of trauma, a common aftermath of sexual violence.   
  
1a Prevalence of sexual violence 
The definition of sexual violence used in this thesis concurs with that of the CASA Forum and 
Department of Human Services in Victoria: 
‘Sexual violence is a broader term than sexual assault involving a continuum of behaviours 
from sexual harassment to coerced sexual activity to rape’ (2000). 
Defining sexual violence in this way encompasses many forms of sexually oriented behaviour that 
constitute sexual abuse and assault against women and children and with which survivors identify.  
Many commentaries and reports assert that sexual violence is above all else a gendered crime 
(Victorian Office of Women’s Policy, 2002, p. 19), indicated by the fact that the majority of victims 
are female (Brewster and Cook, 2002, p. 22; Edwards, 2003, p. 3) and the majority of perpetrators 
male (Dominelli, 1989, p. 298).  Indeed, most incidents of sexual violence occur within the home, 
estimated as 60% by the ABS Women’s Safety Survey (1996), and mostly by someone known to 
the victim (ABS, 2004, p. 26).  The World Health Organisation (WHO) has maintained for several 
decades that sexual violence occurs at almost epidemic proportions in societies across the world 
(WHO, 2002), and for many women and children, victimisation is multiple. The WHO recognises 
violence against women as a violation of rights and freedom as human beings (2002).  
 
A number of authors contend that there was virtually no Australian research focusing on older 
women before the 1990s (Quadara 2007, p. 24; Mears and Sargent, 2002, p. 19). Nevertheless, 
literature on older women’s generic violence experiences across life and into old age has emerged 
more recently (Fisher, Zink and Regan, 2011; Quadara, 2007; Guthrie, Dennerstein and Alford, 
2006; Olle, 2005; Dennerstein, Guthrie and Alford, 2004; Rennison and Rand, 2003; Mazza, 
Dennerstein, Garamszegi and Dudley, 2001; Stein and Barrett-Connor, 2000). This literature 
encompasses elder abuse, intimate partner violence, middle-aged sexual violence survivors’ 
experiences, and domestic abuse continuing into old age, showing, however, a paucity of studies 
focusing exclusively on older women’s sexual violence experiences (Quadara, 2007, p. 20; 
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McCartney and Severson, 1997, p. 77). This highlights the fact that in many areas relevant to older 
survivors, very little is empirically known.   
 
Quadara reports low rates of official notification of sexual violence by women aged over 50 (2007, 
p. 20), even though the Personal Safety Survey shows that sexual assault is not confined to younger 
age groups of Australian women (ABS, 2005, p. 6, 7).  Eckert and Sugar’s study focusing on 
differences between age groups in terms of sexual violence experience state that ‘sexual assault in 
older women is almost certainly underreported’ (2008, p. 7). Rather than suggesting that older 
women are not impacted by sexual violence, these studies highlight that little is known about the 
victimization experiences of older women and suggest the probability that few older women access 
existing sexual assault services (Duncan and Mason, 2011, p. 19; Cameron and staff of CASA 
House, 2000).   
 
Statistical evidence of sexual violence at any age relies mostly on survivors reporting the crime 
officially.  Thus, it is likely that known statistics vastly under-report the actual prevalence of this 
crime (Fergus and Keel, 2005, p. 2; Victorian Office of Women’s Policy, 2002, p. 21).  Indeed, 
several studies emphasise that figures given are estimates only (Fergus and Keel, 2005; Duncan, 
2002, p. 5).   
 
Reports of statistics on prevalence of sexual violence emanate from a variety of sources.  This leads 
to perceptions of inconsistency and confusion about what is actually being measured or what types 
of violation are discussed.  Areas of the literature perused include both small and large scale studies 
on sexual violence: Australian national population based studies, naturalistic accounts by victims/ 
survivors, clinical studies of patients or clients, and official data compiled by government bodies 
(Fergus and Keel, 2005, p. 3).  Some studies concern childhood sexual abuse or assault, some refer 
to adult women’s experiences only, and some to the experiences of women who have been violated 
both in childhood and adult life.   
  
Few genuine large scale whole of community surveys about sexual violence in Australia appear to 
have been undertaken. Exceptions include the Women’s Safety Australia Surveys (1996, 2006) and 
the Personal Safety Surveys (2005, 2006, 2007, 2012). Their reported figures are likely to be more 
accurate in that they employ random sampling methods in the general Australian population rather 
than surveying only convenience samples of people accessing services.   
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Studies on violence of all types were perused for relevant information.  It is difficult to ascertain exactly 
what types of abuse they concern and what is being measured or reported related to violence or 
abuse as many fail to separately discuss different types of violence and age groups affected.  
Further, data is frequently inconsistently reported and many studies use generalised compilations of 
‘violence against women’, a non-specific term covering all types of violence, including physical 
violence. Not only are reported statistics likely to under-represent prevalence of sexual violence, 
some studies quote incidence figures for the preceding year, others include any incident across the 
lifetime, and many fail to specify whether survivors experienced multiple assaults. Such 
inconsistency obscures the real prevalence and nature of sexual victimization, particularly in older 
populations. Searches reveal little information on the lifetime sexual violence experiences of ageing 
survivors (Quadara, 2007, p. 22; Trowbridge, 2003, p. 106) other than the Australian Longitudinal 
Study on Women’s Health which investigated some areas of this topic with middle-aged women 
(Parker and Lee, 2002, p. 142). The latter study will continue intermittently until these women reach 
old age, but to date no report appears to have been released on older women and sexual violence.   
 
Studies tend to cross over between middle-aged and older subjects, depending on ways that old age is 
defined.  For this reason, studies on middle-aged women experiencing violence are also considered, due 
to the possibility that findings may be similar between these age cohorts.  Many studies purportedly 
about older women actually researched the experiences of women over the age of 45, defined as ‘older’.  
Other literature that did not produce extensive useful information on older women’s lifelong sexual 
violence experiences includes literature on elder abuse, elder sexual abuse, and abuse in the context of 
domestic violence continuing into late life, otherwise mostly defined as intimate partner violence in 
elders. Studies on revictimization (or repeat violation) discuss the significant impact on the 
incidence of cumulative trauma effects for older survivors (Follette et al, 1996, p. 33).        
 
Australian reports of estimated sexual violence prevalence in general have been relatively consistent 
across time and align with international studies in this regard. However, it must be noted that 
reporting of these crimes is thought to be well below the actual occurrence rate across the lifetime.  
Estimated Australian figures vary, with the IWAVS survey reporting 34% of women who had 
experienced sexual violence at any time in life (2004, p. 20), and Fleming’s Australian report into 
the prevalence of childhood sexual abuse finding 20% of adult women affected by previous 
childhood violation (1997, p. 65).  Several Australian studies report the overall prevalence of sexual 
or physical abuse of women over 45 as between 4.4% and 5.5% (Kinnear and Graycar, 1999, p. 1; 
McCarthy et al, 1999, p. 49; Australian Bureau of Statistics, 1996). The Personal Safety Survey 
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name a figure of 35.6% of adult women reporting childhood sexual assault (2005, p. 38). The 
general consensus appears to be that one in four or five adult women are likely to have experienced 
sexual violence at some time in life.  
 
Due to the ambiguity of much of the information about ageing survivors’ experiences across the 
lifetime in relation to domestic or sexual violence, a small number of studies carried out with 
middle-aged female survivors of sexual violence are considered.  It is noted that differences appear 
likely between various age groups of women from mid-life onwards. Commenting on ageing 
women affected by violence, Harbison quotes the words of an unnamed community nurse who 
maintains:  
‘You can see a drastic difference from middle to older age in how they deal with these things 
[violence].  The younger you are the more verbal you are and the more willing to tell people 
about it and seek help or just discuss it. Whereas … the older people are very closed mouthed’ 
(2008, p. 227). 
This confirms what has been observed about the decreased likelihood of older women to disclose 
sexual violence to others, thus affecting known statistics.    
 
Many similarities nevertheless exist between middle-aged and older women, although it cannot be 
assumed that such broadly reported statistics necessarily apply to all age cohorts between the age of 
45 and end of life. Very little research has been carried out with older age groups of violence 
survivors (McCarthy et al, 1999, p. 50). Thus, only general information pertaining to the women in 
this study can be derived from such studies. 
 
Studies of survival of physical, emotional and sexual violence by middle-aged women from 45 
years to 60 years of age (Parker and Lee, 2002; Mazza, Dennerstein, Garamszegi and Dudley, 2001) 
mostly assess the health impacts of violence rather than stating prevalence statistics. Nevertheless, 
several themes emerge from these studies:  the circumstances of abuse, coping mechanisms, and 
effects on general health and well-being, revealing significant correlations between abuse and 
depression (Parker and Lee, 2002, p. 142). This confirms the known psychological impacts for 
women of all ages including older women (Polusny, and Follette, 1995; Saunders, Villeponteaux, 
Lipovsky, Kilpatrick, and Veronen, 1992; Allers, Benjack, and Allers, 1992).  The 1996 Melbourne 
Women’s Midlife Health Project reports on the prevalence of all forms of violence in middle-aged 
women’s lives (Mazza, Dennerstein, Garamszegi and Dudley, 2001).  The findings indicate that 
many medical practitioners lack sound understanding of the health impacts of violence generally on 
women of all ages (2001, p. 199). Research on generic descriptions of violence against women of 
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all ages informs this research and provides possible leads in exploring the topic; however, it must be 
noted that these studies lack specific information on sexual violence.   
  
Although crossovers exist between experiences of domestic abuse and sexual violence (Bechtle 
Higgins and Follette, 2002, p. 215; Morgan Disney et al, 2000, p. 14), the majority of available 
studies discuss older women’s experiences of violence without specifically focussing on sexual 
violence (Quadara, 2007, p. 23; Zink Jacobson, Pabst, Regan, and Fisher, 2003, p. 1429; Mears and 
Sargent, 2002; Elder, 2000; Schaffer, 1999; McCarthy et al, 1999, p. 50; Mears, 1997).  This is a 
dilemma when attempting to decipher differences between experiences of sexual violence as 
opposed to domestic and intimate partner violence, family violence, and elder abuse. It may be that 
significant similarities exist and contribute to information about survival for women in late life.  
However, it is a matter for exploration as to whether older women with remaining sexual violence 
issues require different types of service responses to other older survivors.    
 
The small body of Australian literature that mentions survival of sexual violence by older women 
(Mears and Sargent, 2002; Elder, 2000; Morgan Disney et al, 2000; Parker, 1999) mostly subsumes 
sexual violence in discussions of physical or domestic abuse continuing into later life.  A challenge 
in compiling this review is a tendency for the literature to discuss experiences of older women’s 
abuse occurring during the later years rather than across the lifetimes of currently older women 
(Trowbridge, 2003, p. 106). Studies about violent experiences across life are sparse (Bechtle et al, 
2002, p. 215).   
 
The elder abuse literature does not cover prevalence across the lifetime, but it was nevertheless 
examined for potential information about older women and sexual violence.  Olle comments, ‘much 
of what we know about violence against older women is hidden or embedded in research into ‘elder 
abuse’’ (2005, p. 34), with a non-gendered perspective often employed when compiling such 
statistics (2005, p. 34).  Most but not all elder abuse literature attributes elder abuse to carer stress 
(Beaulaurier, Seff, Newman, and Dunlop, 2005, p. 54; Olle, 2005, p. 33; Morgan Disney et al, 
2000, p. 19) rather than naming it as gendered violence (McFerran, 2009, p. 5; Olle, 2005, p. 34; 
Elder, 2000, p. 9), and includes the experiences of males. Official definitions of elder abuse, 
however, do include sexual violence (Quadara, 2007, p. 23).   
 
Although the elder abuse literature centres on experiences in old age, this literature is beginning to 
concede that older women’s experiences of violence may have occurred across the entire lifetime 
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rather than only in old age by discussing continuing domestic violence from earlier life as a sub-set 
of elder abuse (Olle, 2005, p. 34; Morgan Disney et al, 2000, p. 1).  Physical and emotional abuse 
may have commenced as a child or teenager, continued within adult life by partners or strangers, 
and these experiences may still be affecting life in old age (Hightower, 2006, p. 207; Olle, 2005, p. 
34).  For many older sexual violence survivors similar observations may be made.  This literature is 
distinguished from literature in the area of elder sexual violence which is discussed later. 
  
An area of literature that provides further comment on older women’s experiences of sexual 
violence concerns intimate partner violence (IPV). Definitions include various types of abuse such 
as physical and sexual violence, threats of physical or sexual violence, and psychological or 
emotional abuse (Saltzman, Fanslow, McMahon and Shelley, 2002, p. 6) occurring in a current or 
former intimate relationship (Saltzman et al, 2002, p. 5) and predominantly involving women as 
victims (Vic Health, 2004, p. 5).  A dearth of clear information on IPV means that accurate statistics 
on its prevalence at all ages is somewhat sketchy, especially in the later years.  Estimates from the 
United States cite between 10% and 14% of married women being subjected to abuse by their 
partner (Hall and Hately, 2003, p. 10), and the World Health Organization estimated rates of IPV as 
between 10% and 69% internationally (WHO, 2002).  Women are said to be more vulnerable to IPV 
than any other type of violence (Victorian Office of Women’s Policy, 2002, p. 10) since it 
predominantly occurs in the privacy of the home, although younger aged women are believed to 
form the majority of IPV victims (Beaulaurier et al, 2005, p. 54). 
 
Although sexual violence is included in descriptions of IPV (Vic Health, 2004, p. 10) it is mostly 
not discussed as a discrete area of abuse. The ambiguity of IPV definitions is carried through in 
studies comprising older female samples where the commentary frequently discusses only 
emotional and physical violence, neglecting to consider the sexual component of IPV, in line with 
common stereotypes that invalidate sexual activity among older people (Aronson, Thornewell, and 
Williams 1995, p. 82).  Moreover, IPV is not usually recognised as being equally likely in the lives 
of older and younger women (Zink et al, 2006, pp. 634, 635).  Sexual assault is frequently not 
considered as likely as part of a lifelong experience of violation within intimate relationships 
(Quadara, 2007, p. 22).  Confusion between definitions and what IPV actually means detracts from 
the ability to discern trends or prevalence rates.     
  
A small number of studies focus on experiences of sexual assault occurring in later life (Lodholz, 
2001; Teaster, Duke and Kim, 2000; Holt, 1993; Farris and Gibson, 1992; Osgood and Manetta, 
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1992; Ramsey-Klawsnik, 1991). The Wisconsin Coalition Against Sexual Assault discusses elder 
sexual abuse affecting both men and women without focusing on the plight of older women in 
particular (Lodholz, 2001).  The majority of these studies show that female victims predominate in 
research focussing on elder sexual abuse (Quadara, 2007, p. 21). Whilst these studies may 
illuminate older women’s sexual violence experiences in the acute stage, it does not inform 
experiences across the lifetime or throw light upon earlier experiences.  This study focuses on the 
lifetime experiences of survivors of sexual violence now ageing and the impact on their entire lives, 
culminating in old age.   
 
Information about sexual violence for older women is expressed in a number of studies conducted 
by the ABS. The Personal Safety Study (2005) indicated the incidence of sexual violence for 
Australian women over the age of 45 during the previous 12 months was 17.2% (ABS, 2005, p. 32), 
with 9.5% of women over the age of 55 experiencing violence generally (ABS, 2005, p. 20).  The 
latter figure reflected an increase in the reported rate for women 55 years and over from the 1996 
Personal Safety Study (McFerran, 2009, p. 2). One reason for these studies focussing on the 
experiences of survivors aged over 45 rather than naming specific older age groups may be 
difficulty in locating large numbers of older survivors, since this topic is not widely discussed by 
older women (Olle, 2005, p. 34, 36; Mears and Sargent, 2002, p. 20).  McFerran suggests that the 
choice of age 45 in such studies reflects the shorter life expectancy of Aboriginal and Torres Strait 
Islander women and recognises diversity of experience within groups of women from mid-life on 
(2009, p. 2), although its use is not particularly helpful when considering the experiences of women 
over 60 years of age, which incorporates in itself several age cohorts.    
 
From the earliest reports first released over thirty years ago (Finkelhor, 1986; Russell, 1986), the 
reported prevalence of sexual violence across the world appears to have remained relatively 
consistent at about one in four to five adult women, as discussed earlier.  Allowing for higher 
mortality rates in older cohorts, the implication is that older women are likely to have been victims 
of sexual violence at the afore-mentioned rates at some time in life (Peters and Kaye, 2003, p. 30). 
This implies that significant numbers of older women are likely to have been affected by earlier 
sexual violence. Although this study does not seek to ascertain numbers of older survivors, the 
experience of sexual violence has undoubted importance for a significant group of older survivors 
whose experiences are shrouded by reticence to openly discuss this topic.  
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Perpetrator studies abound but few prevalence studies on perpetration of sexual violence on older 
survivors. These studies attempt to identify the main categories of offenders (Personal Safety 
Australia Survey, 2006, p. 33) and the reasons for sexual violence. Perpetrator studies indicate that 
most perpetrators are known to the victim, with about nine out of ten perpetrators being male 
(Women’s Safety Survey, 1996, p. 34).  Perpetrator identity may include family members, intimate 
partners or ex-partners, boyfriends (VicHealth, 2007, p. 18) or strangers in 8.6% of cases of adult 
women assaulted (ABS Personal Safety Survey, 2005, p. 38).  Although same sex violence does 
occur, in the majority of cases perpetrators are male, cited as 99% by Cook et al, (2001, p. 11). 
Again, perpetration against older women is not highlighted.   
 
A number of factors contribute to the high rate of violence in the community.  VicHealth attributes 
violence against women as occurring as a result of perpetrators’ deliberate choices to commit the 
crime, as well as ‘an expression of the power imbalance between men and women in society … as a 
means of controlling women’s lives’ (2007, p. 34).  This report however adds that other factors 
contribute such as ‘alcohol abuse, stress, unemployment, or poor conflict resolution skills’ (p. 34). 
 
Gerontology contributes little to discussions of older women’s sexual violence experiences, 
although feminist gerontology is becoming interested in this topic. Garner (1999, p. 6) lists 
commonalities between traditional feminism and feminist gerontological goals: 
‘… development of social consciousness about inequities, utilization of theories and 
methods that accurately depict life experiences, and promotion of change in conditions that 
negatively impact older … women’,  
as also suggested by Reinharz, (1986, p. 504) and Ray (1996, p. 675).  Feminists focus generally on 
experiences in older women’s lives and advocate for social change, seeking empowerment of older 
women to enhance life experience (Garner, 1999, p. 6; Browne, 1998, p. 259).  Even the 
gerontological literature discusses older survivors’ experiences minimally.  
 
Herman maintains that it was feminists that first defined sexual violence as ‘a crime of violence 
rather than a sexual act’ (1992, p. 30). Historically the emphasis on violence of all kinds against 
women led to the first social services supporting victims of sexual violence (Herman, 1992, p. 31).  
For older women whose experiences in youth preceded the ‘sexual revolution’ of the sixties, lack of 
knowledge about sexual violence or neglecting to seek support for this issue may reflect the 
persisting silence surrounding the experience for this age group (Duncan and Mason, 2011, p, 20).     
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In summary, the available literature on the prevalence of violence occurring in older age groups of 
women is not consistent because of ambiguity in terms of the type of violence being discussed, with 
little mention of sexual violence in its own right.  In general, the ambiguity and inconsistency across 
studies in this area increase difficulty in locating empirical information on the prevalence and 
meaning of sexual violence for older women. Elder abuse, intimate partner violence and elder 
sexual abuse studies were perused for links to the topic, along with studies focusing on the age 
group immediately preceding old age, that is, from age 45. It was found that categorisation of 
women aged 45 and over as being old, and the broad spectrum of information given in such 
definitions of sexual violence, further confused the issue when seeking relevant literature.   
 
Literature on the causes of sexual violence was also perused, along with the characteristics of 
perpetrators of sexual violence, as background to the ways it affects older women.  It appears that 
prevalence rates for older women with earlier sexual violence histories is relatively unknown in 
terms of qualified characteristics and prevalence rates, increasing difficulty in obtaining information 
relevant to study participants. Nevertheless, what is known is that older women have potentially 
experienced earlier sexual violence in significant numbers, even in the absence of reporting or 
wide-scale studies about this phenomenon. 
 
1b Impacts of sexual violence 
A further area of literature contributes a significant body of knowledge about sexual violence: 
discussion of the known impacts of sexual violence and their implications, including those that last 
across the lifetime. The likely impacts of sexual violence are numerous and show many 
commonalities between younger and older cohorts of women (Quadara, 2007, p. 20).  Although the 
intensity varies across all age groups, it appears that, if impacts remain unresolved, they are likely 
to continue into late life.   
 
Survivors of all ages report a wide variety of after effects of sexual violence experiences (Polusny 
and Follette, 1995, p. 158). Herman (1992), discussing how the aftermath of sexual violence trauma 
emerges in women’s lives, comments: ‘… far too often secrecy prevails, and the story of the 
traumatic event surfaces not as a verbal narrative but as a symptom’ (p. 1).  Such symptoms emerge 
as emotional, mental health, somatic and sexual effects, trauma effects, along with a variety of 
social and interpersonal effects on women’s lives (Cook et al, 2001, pp. 27, 28).  Symptoms may 
also be exacerbated when further instances of sexual violence occur, resulting in ongoing and 
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intensified revictimization effects for some survivors (Follette et al, 1996, p. 27).  Trauma and 
revictimization will be discussed in more depth later in the chapter.    
 
A report by VicHealth (2004) examining how interpersonal violence for women affects overall 
well-being states that the greatest proportion of the burden falls in the area of mental health (p. 25).  
For some sexual violence survivors, mental health problems are a behavioral manifestation of 
emotional avoidance of traumatising memories (Polusny and Follette, 1995, p. 158), a common 
survival mechanism. The variety of mental health conditions following sexual assault is 
summarised by a number of authors, as follows: post-traumatic stress disorder (Herman, 1992); 
chronic depression and anxiety disorders (Koss and Heslet, 1992, p. 54); low self-esteem and 
difficulty in trusting others (Darlington, 1996, p. 6); depersonalisation and dissociation (Anderson, 
Yasenik and Ross, 1993, pp. 677, 678); trauma intrusion effects such as nightmares, flashbacks and 
somatisation (Herman, 1992, p. 35); diagnosis of major personality disorders (Herman, 1992, p. 
123); binge-purge and other eating disorders (Koss and Heslet, 1992, pp. 54, 57); issues related to 
sexual dysfunction and promiscuous behavior (Koss, Heise and Russo, 1994, p. 524); self-harming 
and self-mutilation (Briere, 1992, p. 59, 63, 66); and suicidal ideation (Saunders, Villeponteaux, 
Lipovsky, Kilpatrick, and Veronen, 1992).  Additionally, according to a number of studies on the 
links between sexual violence and women’s psychological well-being, between 40 – 70 % of 
psychiatric hospital in-patients have reported earlier sexual abuse or assault (Briere and Zaidi, 
1989).  Dissociation is possibly the most serious psychological condition reported in the sexual 
violence literature for survivors of any age (Herman, 1992, p. 123).    
  
The literature also reveals links to reported physical or somatic complaints (McInnes-Dittrich, 1996, 
p. 167; Koss et al, 1994, p. 523). Strong relationships have been suggested in a number of studies 
containing participants’ self-report between earlier abuse, whether in childhood or early adulthood, 
and a number of frequently occurring physical and somatic conditions later in life (Krug, Dahlberg, 
Mercy, Zwi, and Lozano, 2002, p. 149). These include gynecological conditions (Kos et al, 1994, p. 
523), including pelvic pain (Stein and Barrett-Connor, 2000, p. 838); migraine headaches (Koss and 
Heslet, 1992, p. 54); spinal problems and muscular tension, including arthritis (Zink et al, 2004, p. 
901; Stein and Barrett-Connor, 2000, p. 840); gastrointestinal disturbances (Koss et al, 1994, p. 
523) including irritable bowel syndrome (Stein and Barrett-Connor, 2000, p. 838); insomnia (Koss 
and Heslet, 1992, p. 54); heart disease (Zink et al, 2004, p. 901); temporo-mandibular jaw disorders 
(Koss and Heslet, 1992, p. 54); chronic pain (Koss et al, 1994, p. 523); breast cancer (Stein and 
Barrett-Connor, 2000, p. 840); and recent studies suggesting links to diabetes (Zink et al, 2004, p. 
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901; Stein and Barrett-Connor, 2000, p. 838) as related to stress.  Whether or not such impacts are 
seen by survivors as directly connected to earlier sexual violence, many physical or somatic 
complaints may be experienced across many years of survivors’ lives.      
 
A further physical impact is related to women’s sexuality (Herman, 1992, p. 65).  Problems with 
sexuality post abuse are theoretically explained through trauma-based and developmental models, 
although Colangelo and Keefe-Cooperman discuss the empirical inadequacy of any theory related 
to sexual impacts (2012, p. 19).  Practice with this group identifies the effects of sexual violence on 
intimate and sexual relations due to triggering or flashbacks occurring during sexual activity 
(Rohsenow, Corbett and Devine, 1988, p. 14). The literature also links later promiscuity and 
addictive sexual behaviours with childhood sexual abuse (Colangelo and Keefe-Cooperman, 2012, 
p. 18; Courtois, 2000, p. 15). While it is evident that sexual impacts vary between individuals, in 
many cases a connection to trauma and post-traumatic symptoms are thought to exist (Courtois, 
2000, p. 11).  Although impacts on sexuality may remain in adult life, they are often missed because 
discussion focusses on a wide variety of emotional and physical complaints related to earlier sexual 
abuse (Colangelo and Keefe-Cooperman, 2012, p. 17).   
 
Substance abuse is included in descriptions of physical or somatic impacts for survivors subsequent 
to sexual violence (Osgood and Manetta, 2000, p. 72; Herman, 1992, p. 44).  Numerous studies 
have found links between substance abuse and sexual violence, especially childhood abuse, and 
higher risks for survivors of both substance abuse and dependence as an adolescent or adult (Zink et 
al, 2004, p. 901; Swift, Copeland and Hall, 1996; Stevens, 1992; Paone, Chavkin, Willets, 
Friedmann, and Des Jarlais, 1992; Swett, Cohen, Surrey, Compaine, and Chavez, 1991). It is 
believed that as many as 70 - 85% of people reporting a history of substance abuse have also 
experienced earlier sexual violence (Rohsenow et al, 1988; Miller, Downs, Gondoli, and Keil, 
1987). Clinicians working with substance abusers recommend routine questioning about earlier 
experiences of sexual victimization so that it may be detected as a hidden aspect of substance abuse 
history (Rohsenow et al, 1988, p. 170). 
    
Social relationships, including relationships with partners, family members and friends, are also 
shown to be affected following sexual violence (Lievore, 2004, p. 22; Cook et al, 2001, p. 28; 
Darlington, 1996, p. 119; Polusny and Follette, 1995, pp. 154, 155).  Since support by significant 
people is paramount to survivors’ recovery (Mears, 2003, p. 1485), the impact on social and 
interpersonal relationships is highly relevant when considering impacts on everyday life. Some 
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women suffer social phobia and a tendency to social isolation (Cook et al, 2001, pp. 27, 28).  Sexual 
violence may also affect aspects of life such as employment, housing and income support (Cook et 
al, 2001, p. 28, 29), thus impacting upon survivors’ lives and that of their families for varying 
expanses of time. 
 
The impacts of sexual violence as discussed above are wide-ranging, encompassing many discrete 
areas of experience.  A variety of these impacts continue to affect older survivors, depending on the 
nature of their victimization and subsequent experience across the lifetime that leads to recovery or 
a continuing journey of healing. A number of factors serve to exacerbate or ameliorate life 
experience due to the effects of earlier sexual violence.    
 
2 Experiences that ameliorate or exacerbate survival 
The pathway to survival at any age is affected by both negative and positive influences in the lives 
of women experiencing sexual violence, particularly when experiencing more than one incident of 
violence and when victimization and survival spans many years of life. Ideas based on the 
psychological model of vulnerability and resilience (Kalil, 2003, p. 10; Luthar, Cicchetti, and 
Becker, 2000a, p. 552; Higgins, 1994, p. 1) have much to offer in analysis of sexual violence 
experiences, although this theory is not usually applied to the aged.  In particular, this theory may 
be usefully applied in analysis of exacerbating and ameliorating influences on survival and 
recovery, although such influences may vary across life and in intensity, according to survivors’ 
histories at any given time.  Prior to applying this theory in the way described above, the meaning 
of resilience and vulnerability are explored in relation to the experience of sexual violence. 
 
2a Resilience, vulnerability and sexual violence experience 
Although feminism relies on both individual constructs of oppression and related societal level 
effects (McLellan, 1995, p. 133), resilience is a useful concept to examine when assessing women’s 
recovery levels from sexual violence. Resilience is defined as ‘the human capacity to deal with, 
overcome, learn from, or … be transformed by the … adversities of life’ (Grotberg, 2003, p. 1), and 
is described by Bar-Tur and Levy-Schiff as ‘an outcome of an individual’s resources operating as 
protective factors at the socio-demographic, psychological, social, and biological levels’ (2000, p. 
264).  It has been explained as a pre-existing childhood developmental factor (Valent, 1998) or as a 
quality developed through adversity (Grotberg, 2008, p. 1). Resilience is equally derived from 
wider social influences that may determine how women understand and cope with adversity.  
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The literature on childhood resilience identifies its influence across life, pertinent to survivors of 
childhood sexual violence. For children resilience factors are described as ‘positive attachment 
figures, accessing supportive networks, competence, and positive self-esteem’ (Valent, 1998, p. 
531).  Survival trajectories may be more positive for women with an upbringing where positive 
support is offered than for those who must deal with the aftermath of childhood abuse alone.  Adult 
experience frequently assists in developing resilience through new learning that results from 
experiencing and overcoming the effects of adversity (Grotberg, 2008, p. 1).  
 
Conversely, theories of vulnerability are equally pertinent to sexual violence experiences.  Burt and 
Katz (2008), in discussing women’s recovery from earlier sexual violence, state that a feminist 
analysis of sexual violence shows that:  
‘Women are set up to be vulnerable, because of their prescribed dependence on men for 
physical protection, for economic support, and for political representation.  Vulnerability 
also comes from false lessons learned about what rape is that blame women for their own 
victimization, and from women’s efforts to deal with rape or the threat of rape in their lives 
through individual solutions’ (p. 61). 
Indeed, survivors are not only highly vulnerable to revictimization (Herman, 1992, p. 61) but 
vulnerability is even more marked for women and children, due to mostly male perpetrators also 
traditionally being seen as their protectors (Herman, 1992, p. 63).  Nevertheless, in the presence of 
resilience factors, survivors may overcome such barriers to healing.   
 
In summary, many survivors find ways to accommodate sexual violence impacts whilst retaining a 
positive outlook on life. A number of differing experiences potentially alter recovery trajectories for 
older survivors.  It is suggested that recovery may be reliant on the degree and varying nature of the 
above-mentioned influences, particularly across longer time spans. 
  
To explore the exacerbating and ameliorating influences on recovery, a number of areas of 
experience have been examined in relation to long-term survival of sexual violence.  A range of 
personal attributes may assist in ameliorating the impacts of sexual violence, as may development 
of effective coping skills and strategies. Support by significant others and social networks assist to 
buffer the effects of earlier sexual violence on old age (Mears, 2003, p. 1485).  Survivors may have 
enjoyed family backgrounds that predisposed them to more favourable outcomes. The nature of 
family background in childhood also serves to encourage or discourage development of resilience 
and vulnerability factors. Factors that markedly exacerbate recovery include revictimization and the 
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impact of trauma across the lifetime in relation to the impacts of sexual violence, which will now be 
discussed. 
 
2b Revictimization 
Revictimization is defined as repeat instances of sexual violence, often referring to adult sexual 
assault subsequent to childhood sexual abuse. Discussion of revictimization refers primarily to 
sexual revictimization, although some studies find similar effects when including physical and 
emotional aspects (Moeller, Bachmann and Moeller, 1993).  Adults most at risk of revictimization 
are believed to be those who experience physical, sexual and emotional abuse in childhood (Classen 
et al; 2005, p. 116; VicHealth, 2004, p. 12).   
   
It is difficult to determine exactly how prevalent revictimization might be. General reports of 
approximate rates of revictimization overall appear in the literature. A number of studies report 
revictimization rates of between 18% and 72% (Guthrie and Notgrass, 1992; Classen et al, 2005, p. 
112; Wyatt, Fleming, Mullen, Sibthorpe and Bammer, 1999; Gidycz, Coble, Latham and Latham, 
1993). This is significant in that a large number of sexual violence survivors must deal with the 
trauma of victimization more than once across the lifetime.    
 
Arata (2002) believes that revictimization is ‘a complex issue which has multiple causal factors’ (p. 
157).  A dysfunctional childhood background is an indicator of risk for revictimization derived from 
disorganised family life including substance abuse, parental conflict, and child neglect (Classen et 
al, 2005, p. 124).  It is believed that those who experience multiple abuses are more likely to 
become patients of the mental health system (Classen et al, 2005, p. 16; Briere, 1988, p. 327 – 334).  
Having experienced revictimization is particularly associated with subsequent post-traumatic stress 
(Follette et al, 1996, p. 33). Arata believes that over time, adults suffering revictimization are likely 
to experience more severe trauma symptoms (2002, p. 146).      
 
2c The influence of trauma 
An explanation of the term ‘trauma’ is helpful in assisting recognition of its application to sexual 
assault survivors’ experiences. Trauma has been variously defined in the literature.  In describing 
what constitutes trauma, Bateman et al offer the following definition: 
‘Trauma may arise from single or repeated adverse events that can interfere with a person’s 
ability to cope or to integrate the experience. It is an experience of real or perceived threat to 
life, bodily integrity and/or sense of self. The impacts of traumatic experiences can be 
cumulative across the lifespan’ (2013, p. 5). 
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This definition simplifies many of the components of trauma as defined by Herman (1992, p. 33) in 
her seminal text on the subject. The DSM IV adds that trauma may involve feelings of ‘intense fear, 
helplessness, loss of control, and threat of annihilation’ (American Psychiatric Association, 1980, p. 
236). Hunt, Marshall and Rowlings describe trauma as resulting from ‘a single incident or may be 
the consequence of longer-term experience, for example, of torture, incarceration or repeated acts of 
incest’ (1997, p. 5).  Trauma is believed to be a common response to sexual violence for survivors 
(Herman, 1992, pp. 57).  Trauma may manifest across the life span and accumulate in intensity and 
complexity of effect when subsequent traumas are experienced (Briere, Kaltman and Green, 2008, 
p. 223).        
  
Trauma is most often discussed in the literature as pertaining to the survival experiences of 
participants in war, the Holocaust, and natural disasters (Joffe et al, 2003; Bar-Tur, and Levy-Shiff, 
2000; Yehuda et al, 1995), rather than applied to the survival experiences of sexual violence victims 
across the lifetime. Herman opened comprehensive discussion of violence-related trauma for 
women whose experiences had been largely hidden until that time (1992, p. 28).  The literature 
indicates a strong relationship between survival of sexual violence and long-lasting trauma that 
many women experience.  Mears and Sargent in their study of older violence survivors state that 
clearly many older female survivors have suffered trauma effects virtually all of their lives (2002, p. 
49) and may experience reactivation of trauma symptoms much later in life when reminded of the 
original trauma (Herman, 1992, p. 48).    
 
The implications of experiencing trauma have only been discussed extensively since the 1980s 
when the term ‘PTSD’ (post-traumatic stress disorder) came into currency as psychiatrists noticed 
commonalities among the effects of a variety of traumatising events (Herman, 1992, p. 33).  Studies 
of survival of the Second World War and the Holocaust show similarities of experience to that of 
sexual violence survivors, yet Herman believes that ‘the most common post-traumatic disorders are 
those not of men in war but of women in civilian life’ (1992, p. 28). The literature reports on the 
psychological impacts of trauma (Briere, 1992; Herman, 1992; Briere and Runtz, 1987).  Herman 
reports that ‘chronically traumatized people are continually hypervigilant, anxious, and agitated’ 
(1992, p. 86).     
 
Sexual violence survivors are highly likely to suffer PTSD for longer periods of time than victims 
of other crimes (Breslau, Davis and Andreski et al, 1991, p. 216 – 222), and Herman maintains that 
PTSD occurs at consistently high levels for survivors of sexual violence (p. 57), with each new 
39 
 
violation exacerbating existing symptoms (p. 87).  Indeed, the trauma-related impacts of sexual 
violence may remain for many years after the event (Herman, 1992, p. 48; Breslau et al, 1991, p. 
216 – 222), and for long periods after the danger of violation has passed (Herman, 1992, p. 34), 
particularly for incest survivors (Herman, 1992, p. 87). Women experiencing sexual revictimization 
are believed to be at greatest risk of trauma-related symptoms (Follette et al, 1996, p. 27). The fact 
that ‘traumatic events produce profound and lasting changes in physiological arousal, emotion, 
cognition, and memory’ (Herman, 1992, p. 34) means that investigation of its likely incidence in 
older age groups of women is all the more vital.  Trauma manifestations while ageing are discussed 
in the following chapter.     
 
Of significance is the fact that the trauma of sexual violence may involve interactions between more 
than one type of impact, increasing complexity. Various trauma effects were found to be highly 
related to each other in studies focussing on complex symptomatology (Briere, Kaltman and Green, 
2008, p. 225, 226).  This complexity is illustrated by a high correlation between sexual violence, 
mental illness and substance abuse (Schumm et al, 2006, p. 834), in addition to links between 
substance abuse and posttraumatic stress disorder (Schumm, Hobfoll and Keogh, 2004, p. 174, 178; 
Paone et al, 1992, p. 151) suffered by some survivors.  
  
Herman suggests use of a newly coined term, ‘complex post-traumatic stress disorder’, to more 
accurately describe the type of trauma effects experienced by long-term survivors (1992, pp. 119, 
120). Complex PTSD is a diagnosis that may describe the experiences of older sexual violence 
survivors (Hunt, 1997, p. 4, 8; Danieli, 1995, p. 22) through symptoms constituting ‘a spectrum of 
conditions rather than a single disorder’ (Herman, 1992, p. 119). Labelled DESNOS (disorder of 
extreme stress not otherwise specified) in the DSM IV and V (American Psychiatric Association, 
1994 and 2013), Herman differentiated this newly described form of trauma from other forms 
manifesting in PTSD to draw attention to the differing symptoms of DESNOS affecting recovery 
for many long-term trauma survivors (1992, pp. 118, 119). Complex PTSD typically results from 
‘early onset, multiple, extended, and sometimes highly invasive traumatic events’ during the 
formative childhood years (Briere and Spinnazzola, 2005, p. 401, 409), typical of incest 
experiences.  
 
Unresolved lifetime trauma experiences often result in cumulative trauma effects (Follette et al, 
1996, p. 33; Yehuda et al, 1995, p. 1817).  The literature cites sexual violence as a prime predictor 
of cumulative trauma across time (Briere et al, 2008, p. 225) likely to affect life in old age (Hunt et 
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al, 1997, p. 5).  Incest survivors may particularly suffer if no therapeutic remedy has been achieved, 
since incest often involves violation for a number of years in childhood.  Having experienced both 
childhood abuse and adult rape further compounds the risk of later psychological problems 
(Schumm et al, 2006, p. 833; Follette et al, 1996, p. 33) derived from accumulated trauma.  Kahana 
and Kahana believe that more severe mental illness may eventuate as a result of cumulative trauma 
over long time periods (1998, p. 156).   
 
Not all long-term sexual violence survivors are able to either resolve their issues earlier in life or go 
on to suffer trauma impacts. However, the complexity of sexual violence impacts upon women’s 
lives, including the impacts of revictimization and trauma is not surprising, given the long time 
periods during which they may have suffered.  Nevertheless, the presence of a number of other 
factors in women’s lives may predispose them to more benign experiences that positively affect 
survival.  
 
2d Coping ability 
Survivors’ coping ability impacts strongly upon recovery outcomes post abuse or assault.  Coping is 
defined by Lazarus and Folkman as ‘constantly changing cognitive and behavioral efforts to 
manage specific external and/or internal demands that are appraised as taxing or exceeding the 
resource of the person’ (1984, p. 178). Coping strategies are categorised by Lazarus as either 
emotion- or problem-focused or a combination of both (1996, p. 291). Lazarus proposes that coping 
be considered contextually according to circumstances in a person’s life (p. 299).  The literature on 
coping with the effects of sexual victimization, however, is sparse (Classen et al, 2005, p. 124).       
 
Individual coping skills and strategies relate to either positive or negative means of dealing with the 
aftermath of sexual violence.  Lazarus and Folkman (1984, p. 118) define coping positively as 
‘realistic and flexible thoughts and acts that solve problems and thereby reduce stress.’  Negative 
coping strategies frequently occur through addictive behaviours such as substance abuse (Rohsenow 
et al, 1988, p. 17) commonly utilised by sexual violence survivors in an attempt to avoid troubling 
memories and numb pain related to childhood sexual violence (Osgood and Manetta, 2000, p. 72; 
Polusny & Follette, 1995).  One theoretical explanation is that substance abuse assists survivors to 
regain perceptions of power and control, the loss of which is a salient factor in sexual victimization 
(Rohsenow et al, 1988, p. 17).  Substance abuse may help survivors cope with feelings of 
disempowerment and stigmatisation (Lievore, 2003, p. 113). 
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Lettenberg, Greenwald and Cado discussed the coping methods of sexual violence survivors in a 
study that found a number of important variables in experience.  These included the presence of 
social support, whether action was able to be taken against the offender, use of spiritual resources to 
provide comfort, emotional suppression, denial, avoidance, and cognitive rumination (1992, p. 403).  
The most commonly reported coping method in the above-mentioned study, avoidance and 
suppression of emotion, was associated with poorer long-term adjustment (Lettenberg et al, p. 406).  
They found that emotion-focused coping was more common in uncontrollable situations when 
survivors felt powerless, and conversely, better adjustment occurred when action was able to be 
taken against the perpetrator (Lettenberg et al, p. 406).   
 
2e Value of support   
Discussion of support as benefiting survivors receives a great deal of attention in the sexual 
violence literature (Borja, Callahan and Long, 2006, p. 911; Ozer, Best and Lipsey, 2003, p. 61; 
Darlington, 1996, p. 104; McLellan, 1995, pp. 135 – 137; Valentine and Feinauer, 1993, p. 218; 
Herman, 1992, p. 61). Support encompasses post sexual violation attention received from 
professionals as well as family, social or community networks.  It may be offered informally or 
professionally, the latter through counselling or survivor support groups. Support towards 
empowerment is also discussed by many feminists as a vital component of counselling (Dietz, 
2000, p. 379; McLellan, 1995, p. 135 – 137, 144, 150).    
  
The role of support is variously defined in the literature.  Hobfoll’s comprehensive definition 
describes social support as:  
‘… those social interactions or relationships that provide individuals with actual assistance 
or that embed individuals within a social system believed to provide love, caring, or sense of 
attachment to a valued social group or dyad’ (1988, p. 121).  
Greenglass sees the function of support as facilitating capacity for survivors to cope with adverse 
experience within the context of close personal relationships (2002, pp. 41, 42). For Schumm, 
Briggs-Phillips and Hobfoll it is an important resiliency factor (2006, p. 826) associated with risk 
reduction for depression and post-traumatic stress  (Ozer et al, 2003, p. 61)  Other studies found that 
emotional support encourages amelioration of negative feelings in working through the meaning of 
stressful events (Thoits, 1986, p. 417; Darlington, 1996, p. 103).  The protective function of support 
after abuse has been found to offer better mental health outcomes than for those without or with less 
support (Coker, Smith, Thompson, McKeown, Bethea and Davis, 2002, p. 466, 470, 471, 473).  
Support after sexual violation offers safety and protection (Darlington, 1996, p. 103), helping to 
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rebuild trust in others and assuring women that those important to them will not abandon them 
(Herman, 1992, pp. 61, 62).   
 
The consensus in the literature appears to be that support is very important to recovery following 
women’s sexual violence experiences. The extent of survivors’ recovery may in part be determined 
by the presence or absence of support within or outside the family when needed (Valentine and 
Feinauer, 1993, p. 218; Herman, 1992, p. 61). Many studies report that informal support from 
family and friends is more positively perceived (Filipas and Ullman, 2001, p. 674), whereas others 
say that, apart from officials such as police, there is little difference in effectiveness between formal 
or informal sources of support (Ullman, 1999, p. 353). Valentine and Feinauer’s study finds that 
resilience in childhood sexual violence survivors may relate to emotional support through 
relationships with others that provide positive role models and mentors to assist with re-establishing 
meaning in life and feelings of control (1993, p. 222).  Herman believes that in the presence of 
support, survivors are able to restore a positive vision of themselves, facilitating progress in healing 
(1992, p. 63).  
 
Support in the aftermath of sexual assault or abuse is frequently offered by counsellors (Schumm et 
al, 2006, p. 834), even when occurring many years after the event. In feminist counselling, mutual 
support and solidarity are seen as important factors in allowing survivors to achieve normalisation 
and recognition of the common experiences of women who have faced oppression, disadvantage or 
inequality in everyday life (McLeod, 1994, pp. 84, 85). This is especially demonstrated through 
group work (discussed elsewhere). Combining counselling and group work is seen by many women 
as optimal for healing from sexual violence (Darlington, 1996, p. 105).  
 
For older women who are unaccustomed to counselling, support by professionals may encompass 
many aspects of everyday life, providing the type of practical assistance in reducing stress back to 
manageable levels.  Elder’s study found that finding support is not easy for older abused women 
(2000, p. 26) and in particular, that many workers do not appear to understand the issues of older 
survivors (p. 27). In Mears’ 2003 study, support from family was seen as essential in surviving 
abuse (p. 1485). The secrecy surrounding this issue for members of older cohorts was seen as a 
contributing factor in difficulty in accessing support (Mears, 2003, p. 1485; Zink et al, 2003, p. 
1435).  The value of support in late life is further discussed in the following chapter on ageing.        
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2f Individual factors in survival 
Individual women’s survival strategies vary according to personal attributes.  It is suggested that 
some personal characteristics positively affecting recovery and coping occur naturally (Gattuso, 
2003, p. 171; Frydenberg, 2002, p. 228).  Others may be acquired by learning from the impacts of 
adverse experiences (Kahana and Kahana, 1998, p. 175).  Personal attributes are also related to 
levels of vulnerability and resilience (Grotberg, 2003; Franz and Stewart, 1994; Higgins, 1994), 
concepts that can be applied to older women’s survival of sexual violence. 
 
Women’s naturally occurring traits may render them better able to cope through effective use of 
personal resources. Traits may include hardiness, resourcefulness, stoicism, courage and endurance 
(Gattuso, 2004, p. 174).  Gattuso’s study with older women maintained that participants ‘drawing 
on experiences of loss and coping affirmed a sense of self as resilient’ (2003, p, 176).  A strong 
sense of self-identity appears to be intrinsically related to perceptions of being strong and self-
reliant (Gattuso, 2003, p. 176) in the face of overwhelming trauma and stress. 
 
2g Influence of family background and geographic location 
There appears to be little doubt that factors related to family background either predispose to or 
protect survivors of childhood sexual violence from the long-term effects of childhood trauma. 
Some family variables are said to predict less than optimal outcomes for childhood sexual violence 
survivors.   
 
A supportive family background appears to be highly associated with the quality of relationships 
and emotional ability to recover from the effects of childhood sexual violence (Herman, 1992, p. 
61).  Lack of positive attachment to significant adults during childhood, the simultaneous presence 
of other types of abuse, social isolation, and having an alcoholic father are believed to negatively 
affect survival for child victims (Fleming, Mullen, Sibthorpe and Bammer, 1999, p. 156). A family 
background with traditional patriarchal values where subservience and exercise of control over 
women and children is paramount is suggested as a strong predictor of childhood abuse (Alexander 
and Lupfer, 1987, p. 242), likely to predispose women to revictimization as an adult (p. 244).   
 
Geographic location in both youth and later life must also be considered for its influence on life 
generally, as well as the ability to obtain assistance that might lead to recovery.  Much has been 
written about rural lifestyles, particularly relevant to the lives of female survivors of sexual 
violence.  The word ‘rural’ denotes ‘geographic location beyond the city, characterised at the very 
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least by sparser population distribution, paucity of service infrastructure and a relationship with 
primary industry … and isolated communities’ (Briskman, 1999, p. 4).  It is believed that welfare or 
therapeutic services of any kind become scarcer the further the location is from main metropolitan 
centres (Wilson and McCormack, 2010, p. 50). 
  
Isolation and silencing of rural sexual violence survivors may be due to a conservative patriarchal 
culture (Neame and Heenan, 2004, p. 12) impacting on societal norms and attitudes towards women 
experiencing abuse (Taylor, 2003 – 2004, p. 13). Wendt and Hornosty (2010) comment on the 
cultural context of rural women’s lives significantly impacting on their physical and mental health: 
 ‘The social and cultural contexts that impact specifically on rural women include the issues 
of family inheritance, the need for closeness and a sense of belonging in a particular 
community, and values of family unity and gender roles’ (p. 60). 
Despite the likelihood of stoicism and self-reliance (Harbison, 2008, p. 221), many older women 
internalise sexist societal attitudes and behave as women in the only manner they are socialised to 
know, thus normalising abuse experiences in their lives (Arber and Evandrou, 1993, p. 10) and 
affecting ability to seek assistance to recover and thereby maximise the quality of their lives in old 
age.  Rural or regional location may have had a bearing on the factors that predispose rurally-based 
older women survivors to limited access to counselling services.   
 
In identifying factors that vary the recovery experiences of older violence survivors, variants of the 
above experiences must be considered. Geographic location, family background, internalised 
societal norms of youth, the nature of their violation experiences and whether they were 
revictimized, the presence of mental illness and unresolved trauma must all be considered when 
assessing factors behind lack of access to suitable services, leading to continuing need for 
counselling in late life. 
 
Conclusion 
The complexity of survivorship of earlier sexual violence is acknowledged, in recognition of the 
inter-relatedness of the three main conceptual areas in the present study: characteristics of sexual 
violence experiences; ageing; and characteristics of counselling experienced by this group. The 
research seeks to identify the elements likely to make a difference to sexual violence experience by 
late life and in terms of the counselling components that address the likely complexity of 
therapeutic need for this group.  These areas, in addition to the components of trauma and resilience 
form sub-categories in the research.   
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Chapter 3 
Literature Review 
The Ageing Experience for Female Sexual Violence Survivors 
 
Ageing is a critical dimension of this research because it differentiates commonly reported 
characteristics and experiences of older sexual violence survivors from that of survivors generally. 
Feminism comments very little on ways that ageing affects personal life experience for women. 
Literature pertinent to ageing generally is discussed with the aim of discovering what is useful in 
assisting participants to achieve ‘successful’ ageing in the face of experiences related to sexual 
victimization across the lifetime. Portrayals of ageing in the literature are followed by discussion on 
theories of ageing and their relevance to the experiences of the research group.  Ageing in the 
context of sexual violence is discussed in recognition of the fact that alternate possibilities from 
theoretical areas not traditionally linked to ageing such as trauma and resilience may throw light 
upon older survivors’ experiences.   
  
1 Portrayals of ageing  
Although ageing has been the focus of research for several decades, little attention has been paid to 
a number of areas relevant to the experiences of particular groups within the ageing population. A 
prominent issue within older age groups is the trauma of survival of experiences such as war, 
natural disasters, the Holocaust, and sexual violence, which in total potentially comprise a 
significant proportion of the aged. Although this specialised body of knowledge is not widely 
discussed in the general ageing literature, it merits consideration for its relevance to sexual violence 
survival. Themes in the literature focussing on a number of aspects of experience in late life are 
examined to illustrate the lived meaning of being older. 
  
Much of the ageing literature pathologises ageing, emphasising decline and loss (Staudinger, 
Maruske and Baltes, 1993, p. 542) and centring on deficiency (O’Beirne, 1999, p. 8; Arber and 
Ginn, 1991, p. 18).  However, in recent decades a counter discourse of ‘successful ageing’ has 
emerged (Gatz and Zarit, 1999, p. 396).  Developmental processes across life, seen through the lens 
of a life course perspective (Gatz and Zarit, 1999, p. 401) are discussed as they impact upon 
experience by late life. The two themes of ageism (Thompson, 1998, p. 700) and sexism (Arber and 
Ginn, 1991, p. 41) pertinent to women’s ageing are also discussed.  In commenting on stress and 
loss in ageing, Bar-Tur and Levy-Schiff cite a number of common precipitating factors.  They 
suggest ‘… deterioration of health; retirement; relocation; occupational and financial loss; loss of 
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social roles, identity, status, and support; and the loss of spouse and significant others …’ (2000, p. 
263).  Whilst it is conceded that late life is frequently a time of loss, some aged people experience 
multiple losses across the life span, including those who suffer unresolved trauma (Follette et al, 
1996, p. 33).  
    
Loss and trauma, the latter mainly discussed in the literature in the context of survival of the 
Holocaust and war (Joffe et al, 2003; Bar-Tur and Levy-Schiff, 2000; Hunt, 1997; Schreuder, 1997; 
Aarts and op den Velde, 1996; Yehuda et al, 1995; Valent, 1995; Rosenbloom, 1985) are portrayed 
as interrelated in the lives of those surviving earlier victimization to old age.  Related concepts in 
the literature include coping strategies, the effects of unresolved trauma, and the task of mourning 
relating not only to loss in old age but to all losses experienced across life (Aarts and op den Velde, 
1996, p. 373). The literature suggests that having to deal with trauma-related loss across the lifetime 
may result in survivors being less able to withstand additional losses in later life (Rosenbloom, 
1988, p. 187, 188; Steinitz, 1982, p. 148).  The task of mourning lifetime losses is complicated by 
the need to mourn any newly arising losses of old age (Aarts and op den Velde, 1996, p. 373).   
 
A useful alternative to this perspective is the concept of ‘successful ageing’ (Leveratt, 2004, p. 1) 
that offers an overall vision of ageing often discussed as ‘positive’ ageing.  Successful ageing is 
discussed through contrasting common perceptions of problems, loss and deterioration (Carstensen 
and Freund, 1994, p. 81) with visions of older people who maintain a fulfilling lifestyle suited to 
their interests (Labouvie-Vief, 1999, p. 262).  Successful ageing is typified by Bowling and Dieppe 
as positive outcomes manifested in personal growth across the life course achieved through using 
learning from past experiences to cope with current circumstances in old age, while continuing to 
preserve a realistic sense of self (2005, p. 1549).  It is said to have been attained when an older 
person moves from an existing set of roles to those appropriate to old age (McInnis-Dittrich, 2002, 
p. 69).  Some older people show indications of personal resilience demonstrated by the ability to 
cope with adversity across many decades of life to enable a positive ageing experience (Hunt, 
Marshall and Rowlings, 1997, p. 9). Although a more difficult task for those who have suffered 
multiple traumas across life, the concept of successful ageing as described above has much in 
common with the journey of older survivors who may have achieved recovery. 
 
Trauma is not often discussed as a component of old age.  In contrast to the positive processes of 
life review, for some sexual violence survivors the presence of unresolved trauma effects across 
their lifetime paints a very different picture of old age.  Bar-Tur and Levy-Schiff discuss trauma in 
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old age by focussing on late life effects such as re-experiencing trauma as an effect of earlier 
unresolved issues being re-triggered (2000, p. 272). Peters and Kaye, discussing the impact on 
institutionalised older female sexual violence survivors, postulate that ‘revictimization and re-
experiencing tends to have an exponential rather than an additive effect on the re-abused survivor’ 
(2003, p. 48). For those thus affected life review may be a difficult process of retraumatisation 
through revival of unresolved trauma-related effects on life, because, according to Daniela, trauma 
symptoms may last a lifetime for some survivors (1981, p. 10). Joffe et al maintain that these 
symptoms often worsen as people age (2003, p. 46).      
 
Ageism is considered in the ageing literature for its significant impact on quality of life in old age, 
as it forms an integral part of societal attitudes towards the aged.  Ageism is described by 
Minichiello, Browne and Kendig as ‘a set of social relations that discriminate against older people 
and set them apart as being different by defining and understanding them in an oversimplified, 
generalised way’ (2000, p. 253) that embodies the stereotypes aimed at many older people (2000, p. 
258). This bias is also responsible for generalisations about human experience that serve to 
effectively exclude or minimise the developmental status of different age groupings in the ageing 
population, and minority groups such as women who do not fit within the dominant norm (Browne, 
1998, pp. xix, xx; Mears, 1997, p. 1; Laws, 1995, p. 114).    
 
Sexism is prominent within the ageing literature also.  Many ageing theories are gender blind in that 
they assume androgynous experience more typical of the male gender (Arber and Ginn, 1991, p. 
26).  Such attitudes ignore the fact that the experiences of currently ageing female survivors largely 
do not align with male experience or with traditional norms for women originating from social eras 
in which they were expected to maintain domestic roles. Negative stereotypes portray older women 
as unproductive (Arber and Ginn, 1991, p. 300) and predominantly dependent upon others (Arber 
and Ginn, 1991, p. 41). A relative lack of discussion on the specific concerns of older women, 
whose interests have been subsumed within the general concerns of the ageing population, has 
resulted in little discussion about their varied experiences of ageing. Vinton cites the consequence 
of ageist and sexist attitudes towards older women as ‘invisibility and lack of credibility’, resulting 
in ignoring of their needs (1999, p. 97). The voices of older women are rarely heard (Mears, 2003, 
p. 1483).  Little account is taken generally in research on older people of the impact of sexism and 
ageism (Mears, 1997, p. 4).    
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In conclusion, the ageing literature largely neglects to acknowledge that ageing experience for 
women is likely to depart considerably from the overall androgynous picture painted by ageing 
commentators and theorists. Although commentary on ageing women’s experiences in late life 
appears to focus largely on economic disadvantage (Estes, Biggs, and Phillipson, 2003, p. 44), 
many other facets of life must be given attention for women’s ageing experiences to be accurately 
reflected. There is unfortunately a dearth of gendered perspectives on old age in the literature, 
despite females predominating in terms of their proportion of the aged population, even amongst 
feminist literature.   
    
2 Theories of ageing and their application 
Discussion of the history and influence of various ageing theories aims to discover the relevance of 
the most prominent applications to the ageing experience as they suit this group’s life experiences.   
The most frequently discussed are social and psychological theories, including some described as 
structural theories, which may align with the tenets of feminism and apply to ageing women.  
Recent gerontological theories are critical in orientation and frequently encompass sociological 
aspects of ageing theory.  The following discussion also includes resilience and vulnerability theory 
and trauma theory, for their possible application to the experiences of the research group, despite 
not applying exclusively to older people. 
 
2a Social theories of ageing 
A number of themes emerge from the social ageing literature, predominating in different eras.  In 
the fifties and sixties theories were related to the problems ageing brought to the general population.  
Major ageing theories in this era were structured dependency, exchange, role, and activity theories 
(Phillipson and Baars, 2007, p. 70 - 72).  Throughout the seventies and eighties ageing theorists 
rejected some negative suppositions about older people and focussed on optimising individual 
experiences of ageing (Phillipson and Baars, 2007, p. 74).  Age cohort studies arose, along with 
developmental perspectives across the life span centred on old age (Phillipson and Baars, 2007, p. 
75).  Contemporary social theory was applied to ageing, including new perspectives challenging 
predominant individual functionalist models and introducing macro perspectives on the ageing 
experience (Phillipson and Baars, 2007, pp. 73, 74). A dominating concern in this era was 
retirement and the economic burden of ageing (Phillipson and Baars, 2007, p. 70, 73).   
 
From the nineties to the present ageing has been seen globally, emphasising problematic aspects of 
ageing that dominated cultures in various areas of the globe in differing ways (Warnes, 2006, p. 
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208).  Population pressure and other social issues affect people across the globe rather than being 
confined to particular countries, with interpretations of the typical life course varying widely 
between cultures (Phillipson and Baars, 2007, p. 81).  A major task for the future will be developing 
the types of ageing policy that encompass the circumstances of the aged world-wide (Phillipson and 
Baars, 2007, p. 83). 
 
Social constructionist perspectives consider how older people regard themselves and their lifetime 
experiences that influence their ability to age well, and rely predominantly on individual subjective 
views of reality (Creswell, 2003, p. 8) in locating meanings for experience (O’Dougherty Wright, 
Crawford and Sebastian, 2007, p. 598). Themes in relation to construction of meaning in old age are 
varied.  Some focus on a need to find purpose in one’s life, along with identifying personal values 
and goals (Krause, 2005, p. 519). Experiencing fulfilling social relationships and enjoying 
supportive networks (Mears, 2003, p. 1485; Herman, 1992, p. 214) is seen as crucial for a satisfying 
old age, along with having ‘a clear sense of personal identity’ (Reker, 1997, p. 710).   
 
The life course perspective on ageing has become increasingly popular as a social constructionist 
theory.  Its emphases lie in examining transitions that older people experience ‘between the passage 
of individual time, family time, and changes … experienced in society over time’ (Arber and 
Evandrou, 1993, p. 10; Warnes, 2006, p. 209). Themes are independence, interdependence and 
autonomy (Arber and Evandrou, 1993, pp. 18, 19), as well as continuity and change as older people 
transition into new age-related roles in later life (Arber and Evandrou, 1993, p. 25).  
 
A life course perspective discusses life review as facilitating realisation of meaning in life through 
reconciliation of contradictory information about events across life (Staudinger, Mariske, and 
Baltes, 1993, p. 555). This particularly applies to traumatic events (Krause, 2005, p. 509), as 
meaning is questioned and decided through life review (Gattuso, 2003; Staudinger et al, 1993, p. 
555).  Butler describes its purpose as ‘mentally processing past experiences and conflicts in order to 
integrate them’ (1963, p. 66), which many developmental theorists see as valid, despite little 
available research in relation to its practical application (Fitzgerald, 1995, p. 378), especially in the 
presence of trauma in old age.   
 
Krause believes that finding meaning is a critically important aspect of ageing successfully (2005, 
p. 509). Meaning for older women may be evaluated through assessing the ability to receive 
individual support (Mears, 2003, p. 1485), possession of high resilience levels (Grossman and 
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Moore, 1994, pp. 71, 72), and ability to reconcile past adversity (Krause, 2005, p. 519). Although 
meaning in late life has been explored in a number of studies, the meaning of trauma in everyday 
life in old age does not appear to be a major focus of exploration (Krause, 2005, p. 502). 
 
2b Psychological theories of ageing 
Psychological theories of ageing consider various facets of the ageing individual and the impact of 
ageing on life experience. Emphases have included cognitive and emotional aspects, as well as 
considerations of personality and motivation in late life (Marcoen, Coleman, and O’Hanlon, 2007, 
p. 45).  The psychological developmental processes of ageing are also theorised through stage 
theories (Marcoen et al, 2007, pp. 40, 41). 
 
Some functional perspectives view ageing as problematic, leading to attempts to intervene to ‘solve’ 
problems created by the presence of older people in society (Phillipson and Baars, 2007, p. 68).  
Marcoen et al describe the aim of interventionist perspectives as ‘optimisation of psychological 
ageing in terms of the maintenance or improvement of functional status in different domains of life’ 
(2007, p. 48). These perspectives are used to guide programs that aim at improvement of older 
people’s fit with their environment (Marcoen et al, 2007, p. 58). 
 
Consideration of cognitive aspects of ageing concentrates on aspects such as memory function and 
cognitive decline (Marcoen et al, 2007, pp. 49).  The purpose of cognitive research is to draw links 
between ageing, cognitive ability and declines in mental processing and intelligence (p. 51).  A 
study of wisdom in ageing is also included in this area of interest (Marcoen at al, 2007, p. 52 – 54; 
Baltes and Staudinger, 1993). 
 
A further area of ageing theory concerns emotional function in late life (Marcoen et al, 2007, pp. 
54, 55.)  Associated concepts in this area are ability to master negative emotions through adaptive 
ability and emotional resilience (p. 55), an area very much related to survival of earlier trauma into 
old age. This aspect of ageing has not received as much attention as other areas of psychological 
research in ageing (Marcoen et al, 2007, pp. 54). 
 
Psychological studies of ageing concern the domains of personality traits that change or remain 
constant across life (Marcoen et al, 2007, p. 58).  Motivation in old age has also been the concern of 
psychologists who attempt to gauge the extent and modes of change in late life. Related to 
motivation is the sense older people make of their lives through psychological functions such as 
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coping, integration, regulation and mastery (Marcoen et al, 2007, p. 59).  Psychological studies of 
ageing concern ways that emotion changes through the above processes.    
 
Stage theory is a life-span developmental theory (Brown and Lowis, 2003, p. 416) that describes 
processes occurring across the lifetime into old age. A number of stage theories related to ageing 
exist, with the aim of the best known stage theory by Erikson to describe how individuals ultimately 
achieve self-actualisation or ego integrity (Krauss Whitborne, 1996, p. 84, 85).  Related to ageing, 
the achievement of the eighth stage where ‘integrity versus despair’ is a theme that still appears to 
hold credence for many in the study of ageing.    
  
Recently Erikson’s theories have drawn criticism. Vincent, Phillipson and Downs question ‘the 
value of stage-based models, especially in the context of ideas about … greater fluidity of life 
course transitions’ (2006, p. 9).  Some commentators have proposed the addition of a ninth stage of 
development focussing on final resolution of fear of death in the oldest old (Brown and Lowis, 
2003, p. 418, 424).  Feminists have critiqued stage theory because Erikson ‘showed little concern 
for how life stages might differ for men and women’ (Covan, 2005, p. 5). Gilligan maintains that 
women’s roles actually emphasise communal values rather than individual (1988, p. 8; 1982, pp. 
18, 19), and she differentiates women’s experiences from the assumed male norm due to different 
emphases at various life stages as modern social conditions and trends change the nature of 
women’s lives.  This may be especially so for older female sexual violence survivors who have very 
different life experiences to the expected norms of old age expressed in such theories.   
 
2c Critical and structural theories of ageing 
During the eighties critical gerontology came to prominence, describing many aspects of life 
previously given little credence for older people. Some of the themes of this era concerned 
inequality and the meaning of ageing from differing perspectives (Phillipson and Baars, 2007, p. 
78).  The political economy of ageing and continuity theories were popular discussion points in this 
era (Phillipson and Baars, 2007, p. 78, 79).  Cultural, humanist and feminist gerontology emerged to 
represent the interests of particular groups within the ageing population (Phillipson and Baars, 
2007, p. 80).   
 
Structural theories highlight the extent to which social structures systematically exclude ageing 
people, although until recently these theories were gender blind (Heycox, 1997, p. 101).  Structured 
dependency theory takes the emphasis from individual deficits to allocating blame for problems on 
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societal power structures that work against older people’s best interests (Wilson, 1997, p. 341).  
This theory assumes that people’s positions in social structures have an associated role, which in old 
age is frequently characterised by dependency due to physical or cognitive deficiency (Heycox, 
1997, p. 95).  It is contended that women’s individual positions within social structures may change 
when maintenance of customary roles is threatened by the presence of trauma and by social 
expectations that become conflicted with real life possibilities in the context of victimization.    
   
The political economy of ageing theory provides a framework for understanding the interplay of 
public and private as it is socially constructed in the lives of older people that brings about socio-
economic and political inequality on the basis of class, gender, and race (Quadango and Reid, 1999, 
pp. 344; 355).  The present study does not focus on socio-economic issues; nevertheless, this theory 
is critiqued by feminists as applicable to an examination of women’s position in old age due to 
differential life circumstances (Reinharz, 1986, p. 512). Many older women are disadvantaged 
through welfare arrangements based on ability to participate in paid work (Quadango & Reid, 1999, 
p. 352).   
 
Having considered the social, psychological and structural theories that apply to aged people 
generally, discussion now turns to consideration of theory relating specifically to women.  For older 
women whose experiences of abuse frequently occur across the life span, resulting impacts may 
limit ability to fully participate in everyday life in old age.    
 
2d Feminist theory 
Feminist theory is inherently structural as it considers the context of women’s everyday lives as 
affected by the characteristics of societal structures and male-dominated institutions that affect 
women’s life chances, as well as considering individual oppression. However, no specific ageing 
theory related to women and their place in society has been widely promulgated by feminists; 
feminist theory has largely neglected older women (Browne, 1998, p. 230; Heycox, 1997, p. 113).   
 
Feminist analysis deconstructs feminine experience, to account for the diversity of individual 
women’s experiences (Morgan, 2000, p. 45), although age has mostly been used as a descriptor 
rather than a topic in its own right.  The main comment on ageing by feminists has been about ‘the 
feminisation of poverty’, that is, the economic vulnerability of older women (Reinharz, 1986, p. 
512). Browne advocates a feminist life-span approach to feminine ageing experiences that 
‘examines the social construction of age and cohort influences on the life course’ (1998, p. 152) that 
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differs from the male norm.  She advocates that a feminist ageing theory should acknowledge the 
role of oppression across individual women’s lifetimes that leads to disadvantage and also focus on 
the strengths allowing them to challenge structures, roles and policies limiting their full 
participation in life (1998, p. 232). A gendered perspective on ageing would incorporate both 
individual and structural influences on the lives of ageing women.  This particularly relates to the 
experiences of older victimization survivors, speculated as possibly including around a quarter of all 
older women whose oppression related to sexual violence may have occurred across the entire life 
span (Olle, 2005, p. 34) in both the private and societal spheres.   
 
Although feminist analysis of older women’s issues is lacking, a beginning point of discussion is 
represented in a feminist concept, the ‘triple jeopardy of ageing’.  Various authors draw attention to 
the plight of older women who have suffered abuse (Penhale and Kingston, 1995, pp. 238, 239) and 
emphasise older women’s experiences of multiple disadvantage.  This coined term refers to being a 
woman, a survivor of abuse, and being in the process of ageing (Penhale and Kingston, 1995, pp. 
238, 239), with further alternative components being ethnicity, disability and living without a 
spouse (Krekula, 2007, p. 156; Heycox, 1997, p. 105). This concept is also represented in feminist 
intersectionality theory (Krekula, p. 161), which, however, is not used in this study to analyse older 
survivors’ life experiences. (See the Methodology chapter). This commentary does not lead to a 
specific feminist theory focused on violence and abuse, although it is useful in highlighting older 
survivors’ circumstances.   
 
Critical gerontology has expanded to discuss structural issues related to ageing, including a focus on 
feminine issues. Feminist gerontology focuses on ‘power relations and intersecting oppressions 
across the life course’ due to gender (Hooyman, Browne, Ray and Richardson, 2002, p. 3). It 
maintains a number of themes from mainstream feminism in its interest in diversity, production and 
reproduction, separate experiences of life dependent on gender, political and structural change, 
power relations and empowerment, and solidarity (Hooyman et al, 2002, p. 3).  The goals of critical 
feminist gerontology are expressed by Freixas, Luque and Reina as: 
‘… to draw up feminist alternatives to the patriarchal invalidation of older women, offering 
them recognition, authority, and power, giving them space and voice, encouraging a 
research appropriate to feminine reality that would permit the construction of positive 
enabling rituals of representation of old age’ (2012, p. 55).  
 
Another theme discussed within feminist gerontology is the embodiment of ageing women, as a 
comparison to feminist notions of embodiment of women generally. The concept of embodiment 
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commonly refers to the experience of younger women (Twigg, 2004, p. 60).  For older women, it 
draws attention to the emphasis of popular images of ‘successful ageing’ centring on women’s 
physical appearance (Holstein, 2006, p. 316).  The media extends discussion to ways that women’s 
life experiences are embodied differently to the experiences of males, with possible attendant 
discrimination and double standards (Twigg, 2004, p. 62) that dictate narrow definitions of women 
who are ageing ‘successfully’. Although very little appears in the literature on older women’s 
relationships with their bodies after trauma, Hurd, Clark and Griffin report on qualitative research 
with older women whose bodies had been the site of abuse and violation earlier in life.  Apart from 
already established connections found between sexual violence and subsequent somatic and 
physical complaints, this study found that:   
‘… the trauma that they had endured in either childhood or adulthood profoundly influenced 
how they perceived, used, felt about, and treated their bodies … leading to disparagement 
[and] feelings of ambivalence’ (2008, p. 206) about their bodies. 
The authors conclude that ‘traumatic life events shape women’s body images over the life course’ 
(p. 207).  This research highlights the fact that, for women who continue to struggle with the effects 
of victimization, attaining goals related to physical appearance in late life (Krauss Whitborne, 1996, 
p. 84, 85) could be perceived as unachievable.   
 
Despite preliminary discussion of feminine experience in late life, the fact remains that there is no 
single feminist theory of ageing, although it is contended that such a theory is sorely needed. A high 
level of potential exists for feminists to extend existing theory to recognise differences for older 
women that go beyond using age merely as a descriptor. As feminist gerontology innovates to more 
fully explore older women’s life experiences, theory relevant to older women and particular groups 
within the older female population may emerge. 
 
3    Other theories that may assist in analysing women’s experiences in late life  
A number of theories not traditionally used to describe ageing may be applied to analysis of 
experience in late life. Of relevance to the research study group, two theories may usefully be 
employed in describing and analysing life experience: resilience and vulnerability theory, and 
trauma theory. These two theories describe the potential reality of psychological experience for 
survivors of lifelong victimization.   
 
3a Resilience and vulnerability theory 
The vulnerability and resilience model contributes significantly in analysis of sexual violence, 
although not usually applied to older women. Although ageing theories mostly subscribe to a 
55 
 
negative picture, Bar-Tur and Levy-Schiff believe that ageing may also bring a time of fuller 
understanding of traumatic losses suffered throughout life (2000, p. 270).  Masten, Best and 
Garmezy (1990) describe resilience as indicated by ability to achieve positive outcomes despite 
suffering loss and remaining competent even while stressed. Grotberg describes the outcome of 
resilience as transformation despite ‘the inevitable adversities of life’ (2003, p. 1.)   
  
Resilience theory has much to offer in analysis of old age.  Resilience is best indicated in survivors 
through recognition of coping strategies they have developed across the lifetime as well as a range 
of other positive elements of experience. Through examination of the factors that produce 
vulnerability across the lifetime while contrasting the elements of resilience demonstrated in 
histories of survival, it is possible to arrive at a more balanced picture of survival to late life.   
   
3b Trauma theory 
Another psychological theory, trauma theory, is being more widely discussed in the context of old 
age, since many survivors of the trauma of the Holocaust or numerous wars are now ageing.  
Although rarely discussed in relation to ageing as a sexual violence survivor, this theory is 
particularly applicable to older survivors’ on-going recovery experiences lasting into late life.  
Definitions of what constitutes trauma were given in an earlier chapter. 
 
Trauma theory related to earlier experiences of sexual violence is highly applicable to the 
experiences of older women in this study.  Gordon comments on the characteristics of trauma as it 
manifests for survivors: 
‘Psychological trauma involves an experience of such intensity that it damages underlying 
assumptions or expectations about the world or the self.  When the trauma is sexual, it may 
damage the sense of self and the relationship of the person to their body and to other people.  
When traumatic experiences occur in early childhood, they undermine the development of 
the very sense of self and the basis for future developmental stages’ (2010, p. 6). 
 
The psychiatric literature depicts a traumatic experience as being ‘outside the normal range of 
human experience and would be extremely distressing to anyone who was subjected to it’ 
(American Psychiatric Association, 1987, p. 250).  It is clear that trauma results from extraordinary 
experiences that are difficult for any human being to withstand without significant after effects, and 
it is these effects that commentators are now describing as having potential to last across the 
lifetime into old age. Trauma theory is most applicable to analysing the experiences of older women 
who are survivors of sexual violence from childhood or youth to old age.  Ways that trauma 
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manifests and affects these women’s lives are discussed in the section on the impacts of trauma 
related to sexual violence in late life.  
 
Critiques of trauma theory as applied to the research group centre on the following points.  Little is 
known empirically about the dynamics of trauma in late life due to a dearth of research studies in 
this area (Hiskey et al, 2008, p. 233).  Other than the Holocaust studies, trauma in late life is 
inconsistently discussed (Hiskey et al, 2008, p. 233), with the issue of sexual violence rarely being 
studied in depth (Peters and Kaye, 2003, p. 30).  In the relatively sparse literature about ageing 
women and violence experiences, those that are sexual in nature are largely not highlighted.  While 
the feminist literature informs the area of sexual violence experiences, a lack of empirical studies of 
ageing female sexual assault survivors and their traumatic experiences limits the gathering of 
evidence about the needs of this particular group.   
 
Notwithstanding the extreme nature of trauma described in official definitions, Herman (1992, p. 
33) and other feminists (Brown, 1991, pp. 120, 132) refute elements of medically accepted trauma 
definitions, as stated above. For so many sexual violence victims the trauma caused by sexual abuse 
is not ‘outside the normal range of human experience’ (American Psychiatric Association, 1987, p. 
250), as in long-lasting incest.  Some feminists also critique the trauma literature as being too based 
on medical treatment models that do not sit comfortably with the dual emphasis of feminist practice 
on both the individual and institutional contexts of violence (Burstow, 2003, p. 1306, 1309, 1315).     
    
In conclusion, consideration of a wide variety of theory relevant to ageing in the context of earlier 
sexual violence reveals few theories closely aligning with the reality of ageing sexual violence 
survivors’ lives following victimization. Traditional theories of ageing are male-oriented or 
generalist in nature, especially within the area of stage developmental theory (Covan, 2005, p. 5), 
without considering the difference that critical feminine experience such as trauma and 
victimization make to women’s experience across the lifetime to old age.  The ideas of feminist 
gerontology most closely align theoretically with the topic but are rarely applied to the issue of 
sexual violence.  Feminist comment is lacking in terms of theory that might explain the lived 
experience of older survivors of sexual violation.  Exploration of participants’ experiences may 
yield material that could better describe the forces impinging on their lives so that issues of 
oppression can be better understood, leading to formulation of theories aligning with individual 
experience of victimization in late life.  In particular, since victimization has traditionally been a 
theme in feminist commentary, a new feminist theory of ageing would fill this theoretical gap. 
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4 Factors in ageing and sexual violence 
Having considered portrayals and theory related to ageing, the area of ageing as it is affected by 
sexual violence in daily life and as it differs from information about other age groups with this issue 
is now considered. The literature is examined for its discussion and identification of factors 
pertinent to ageing as a sexual violence survivor.  
 
Major themes include perceived meaning for trauma and sexual violence, the impacts of trauma on 
sense of identity and self, and the impact of revictimization, as all these themes relate to ageing.  
Significant indicators of meaning for older survivors include the effects of revictimisation 
throughout life (Sargent and Mears, 2000, p. 35); ability to reconcile past adversity (Krause, 2005, 
p. 519); resilience factors (Grossman and Moore, 1994, pp. 71, 72); the quality of coping skills and 
strategies to facilitate recovery; and the receipt of individual support (Mears, 2003, p. 1485).  
 
4a Identity and self 
Coming to terms with individual identity and a sense of self in late life appears to be a key 
component of meaning-making by survivors (Herman, 1992, p. 213).  Herman believes that, 
‘While the victim of a single acute trauma may feel after the event that she is ‘not herself’, 
the victim of chronic trauma may feel herself to be changed irrevocably, or she may lose the 
sense that she has any self at all’ (Herman, 1992, p. 86).   
One of the prime therapeutic tasks in reconciling traumatic experiences is facilitating integration of 
a  sense of self, which aids in restoring a sense of self-coherence in survivors of trauma (Aarts and 
op den Velde, 1996, p. 370).   
 
4b Social influences according to age cohort 
Social norms and attitudes of the time of older women’s youth may continue their influence into old 
age.  Many survived traumatic histories characterised by the influence of different social attitudes to 
those of younger survivors (Arber and Evandrou, 1993, p. 10). Such attitudes included norms that 
valorised the welfare of the community over that of individuals’ well-being (Mackay, 1997, p. 19), 
leading to the development of attitudes characterised as stoic (Harbison, 2008, p. 221). The lives of 
many were affected by war and hardship (Mackay, 1997, p. 26), and in these eras marriage was the 
norm for women and gender roles were relatively formalised, with ‘man’s role … to be head of the 
house, the breadwinner, and to keep her [his wife] ‘in line’’ (Morgan Disney et al, 2000, p. 24).  In 
an era where corporal punishment was accepted, violence against women was not thought of as 
unusual, and speaking out about abuse was stigmatised and silenced, with little assistance available 
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from any source (Morgan Disney et al, 2000, p. 24). Expectations of keeping private matters within 
the family meant that sexual violence largely remained secret (Valent, 1995, p. 86; Easteal, 1999, p. 
57). This era was distinguished less by a rights framework than by a sense of obligation to one’s 
family, community and country (Mackay, 1997, p. 19). Stoic attitudes meant that many older 
abused women, particularly those rurally based, were unable to gain appropriate assistance with 
their emotional issues (Judd, Jackson, Komiti, Murray, Fraser, Grieve and Gomez, 2006, p. 773).   
 
Many older survivors are ‘caught between two worlds – the life experiences and norms borne of 
their era, and current attitudes’ (Morgan Disney et al, 2000, p. iii).  Mears and Sargent comment: ‘to 
some extent they [older women] have continued the compliant female culture typical of their 
mothers’ generation - mothers who told them, ‘You made your bed - you must lie in it,’ when 
violence was their regular lot’ (2002, p. 28). The expectation was conformity to ‘extreme 
obedience, silence and pretence that all was well’ (Valent, 1995, p. 86).  Shaming victims was the 
most effective means of ensuring the ‘conspiracy of silence’ surrounding childhood sexual abuse 
(Valent, 1995, p. 86), a feeling enduring to the current time for many older women who survived 
childhood abuse (Morgan Disney et al, 2000, p. 45).   
 
4c Impacts of sexual violence in late life 
Similar impacts for older sexual violence survivors are cited in the literature as for women of 
younger ages (Olle, 2005, p. 35; Mears and Sargent, 2002, p. 10). Of note is the importance of 
recognising that for many older women violence of all types and sexual violence in particular may 
have occurred across the entire lifetime (Quadara, 2007, p. 22; Olle, 2005, p. 33).  Recent studies 
point out the importance of studying violence across the lifetime (Quadara, 2007, p. 24; Olle, 2005, 
p. 36) for the variety of impacts earlier experiences may have on life by old age.     
 
Older survivors may increasingly experience greater severity in symptoms due to frailty or physical 
disability (Olle, 2005, p. 35). The literature posits that mental health diagnoses are common in old 
age (Kurst-Swanger and Petcosky, 2003, p. 162; Reynolds, Alexopoulos, and Katz, 2002, p. 28).  
Smith contends that older women with a prior trauma history tend to report similar mental health 
conditions to those reported for younger women, including anxiety, depression, and posttraumatic 
stress disorder (2007, p. 280). It may be speculated that chronic mental health impacts linked to the 
trauma of sexual violence originate from frequent assault across the lifetime for older survivors 
(McInnes-Dittrich, 1996, p. 167). 
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The physical or somatic effects of earlier sexual violence may become chronic due to long time 
periods elapsing during which survivors continue to suffer as a result of earlier violence (Krug et al, 
2002, p. 149; Koss and Heslet, 1992, p. 57). These impacts have been shown in the literature to 
have the tendency to worsen with age (Safford, 1995, p. 140), and if physical or somatic impacts 
remain unaddressed by late life, the impact on overall health in late life may be significant. 
 
Little appears to be written on the impacts on older survivors’ sexuality after earlier sexual violence, 
nor on sexuality generally in later life (Minichiello, Plummer, Waite and Deacon, 1996, p. 93; 
Sharpe, 2004, p. 199). Perhaps many commentators assume that sexuality has limited meaning or 
relevance for older people who are frequently seen as asexual (Aronson et al, 1995, p. 82; 
Minichiello et al, 1996, p. 93).  Part of this rationale originates in traditional ageing theory, such as 
disengagement theory, which is described as ageist because it assumes that older people take little 
interest in sexual relations in late life (Sharpe, 2004, p. 200, 203; Hall, Selby and Vanclay, 1982, p. 
29). Nevertheless, the literature indicates that sexual enjoyment may be diminished for older 
survivors by triggering effects (Colangelo and Keefe-Cooperman, 2012, p. 26). Consideration of the 
impacts of sexual violence on sexuality in old age may be a fruitful area of research exploration.  
 
4d Revictimization and trauma 
In addition to the above mentioned impacts, many ageing survivors have suffered revictimization 
across the lifetime, with attendant consequences. According to a study by Kahana and Kahana, 
(1998), mixed results eventuated on investigation of the effects of earlier trauma through 
revictimization on ageing:   
‘Some survivors reported that the early trauma they endured made their experiences with 
aging easier, whereas another group suggested that the experience of their aging was more 
difficult because of trauma they endured, and a third group stated that it made no difference’ 
(p. 175). 
Nevertheless, the literature states that it appears that with each additional experience, trauma is 
more likely to impact on life (Follette et al, 1996, p. 27).   The research shows that the most severe 
trauma effects are associated with having experienced sexual assault or abuse in both childhood and 
adult life, as well as multiple experiences as an adult (Arata, 1999b; Gidycz et al, 1993; and Maker, 
Kemmelmeier and Peterson, 2001).    
 
Revictimization effects relate largely to increased distress eventuating from repeated violation and 
may become more noticeable the older survivors become (Arata, 2002, p. 147), due to increased 
severity over time and continuing vulnerability if outstanding issues have not been resolved.  An 
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indicator of resultant unresolved trauma in ageing survivors who have been revictimised is depleted 
ability to cope with stress developed over many years (Yehuda et al, 1995, p. 1817).  Mental health 
effects appear more pronounced in older age (Arata, 2002, p. 147).  Follette, Polusny, Bechtle and 
Naugle (1996, p. 33) and Briere, Kaltman and Green (2008, p. 226) believe that individuals 
suffering multiple types of victimization are likely to experience increased symptoms. The 
experiences of this group show not only the most severe effects but also impacts that may endure to 
old age (Yehuda et al, 1995, p. 1817) after repeated violation.  Hunt, Marshall and Rowlings 
comment on the effects of cumulative trauma:  
‘The fact that ‘difficult’ behaviour in old age, anxiety and apparent confusion may be 
consequences of the continuing struggle to come to terms with earlier traumatic experience is 
not yet widely appreciated’ (1997, p. 3).    
   
4e Resilience in old age 
The dynamics of apparent resilience in ageing survivors may be extrapolated from the ‘successful 
ageing’ literature (Leveratt, 2004, p. 1). Models of positive ageing focus on coping strategies, 
compensation for life’s deficits, and control of personal environment (Heckhausen and Schulz, 
1993; Baltes and Baltes, 1990).  A factor in play that minimises the nature of impacts by late life 
and maximises ability to recover is possession of high resilience levels (Grossman and Moore, 
1994, pp. 71, 72).  It appears that some older survivors possess internal resilience that fits them 
adequately for ageing (Labouvie-Vief, 1999, p. 262, 264). 
 
Gattuso’s study critiques the expectation of robustness despite adversity in older women’s lives as 
unrealistic (2003, p. 173).  She believes it fails to take account of the complexity of gains and losses 
inherent in negotiation of the life course (2003, p. 173).  She discusses the ‘wisdom that comes from 
having lived’ which utilises personal capacities and strengths (2003, p. 176) in spite of vulnerability 
(Gattuso, 2003, p. 174). A critical component of ageing successfully for abused women is their 
capacity to manage adversity (p. 176).  Such research lends hope to the possibility that building 
resilience may play a significant role in recovery for ageing survivors, enabling utilization of coping 
skills and strategies developed across the lifetime.    
 
4g Coping in old age 
Discussion on coping in the context of ageing (Zink et al, 2006, p. 635) introduces further concepts 
said to ameliorate the harmful effects of earlier victimization. The coping literature reveals models 
that provide understanding of the ways in which older survivors may continue to cope in older age 
(Schwarzer and Taubert, 2002; Hobfoll, 1989; 2002) despite the presence of trauma in their lives.  
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Coping ability is clustered around the use of emotion-focused or problem-solving strategies which 
are believed to be most frequently used by older people (Marcoen et al, 2007, p. 59).   
 
Depending on the effectiveness of coping mechanisms developed across the life span, a possibility 
exists for the effects of trauma on older survivors to be significantly mitigated (Danieli, 1995, p. 
17).  There is little doubt that application of effective coping skills and strategies across the lifetime 
may markedly ameliorate the emergence and effects of trauma symptoms experienced by older 
sexual violence survivors. The degree of coping ability may mediate between recovery and re-
experiencing of trauma (Bar-Tur and Levy-Schiff, 2000, p. 271), which may result in distress and 
change in survivors’ lives.   
  
In contrast, some older sexual violence survivors are not as well equipped to cope. Hunt et al 
suggest that ‘some people successfully cope or suppress the emotional pain for many years, only to 
find that it returns in later life and in ways that may be very difficult for persons affected and those 
around them to understand’ (1997, p. 2, 3). Coping strategies such as emotional suppression may 
have contributed to some survivors being more vulnerable to a lifetime of mental health problems, 
which may worsen in their later years (Joffe et al, 2003, p. 46).  Development of effective coping 
strategies is highly pertinent to survivors’ well-being in old age. 
 
4h Importance of support in old age  
Studies of the value of support for older people reveal a variety of beneficial factors.  The literature 
confirms the value of support in overcoming the effects of sexual violence by late life (Aronson et 
al, 1995, p. 83), particularly as a mediating factor in ameliorating the impacts of related physical or 
mental illness and facilitating recovery (Flannery, 1990, p. 606).  Krause’s study showed that those 
exposed to earlier trauma may require higher levels of support, and that the older people become the 
more their lives are oriented towards relationships that provide emotional support (2004, p. 622).  
Support may also be offered in survivor support groups, discussed in the following chapter. 
 
A number of studies focus on older domestic violence survivors (Morgan Disney et al, 2000; Mears, 
2003), relevant to this age group experiencing any type of violence. Receiving support from others 
enables many older abuse victims to change their circumstances and cope with what has happened 
to them (Mears, 2003, p. 1485), and for some, ‘assist with recovery from sexual assault’ (Flannery, 
1990, p. 606).  Older women who have sought assistance with violence issues report that positive 
support was expressed through receiving the correct type of information (Flannery, 1990, p. 596) in 
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a safe location.  It was also important for them to know that those supporting them believed their 
disclosures in the face of the shame of being a victim (Mears, 2003, p. 1482, 1483).   
 
In the previous sections, discussion has included significant aspects of ageing for older survivors 
including the influence of revictimization and on-going trauma, ageing losses, and factors from 
earlier social eras impinging upon life experience.  Recognition of resilience and the value of 
coping skills and support networks are discussed as important in facilitating survival. Possible 
trauma-related impacts of sexual violence during the ageing process are presented for their 
relevance to older survivors’ lives, to identify ameliorating and exacerbating recovery factors since 
ageing survivors’ sexual violence experiences occurred. Both individual and structural aspects of 
ageing women’s lives are discussed.    
  
Conclusion 
Theory that considers ageing both as an individual and societal issue is discussed in this chapter, 
encouraging fresh perspectives that show promise for their applicability to the concerns of older 
victimized women and the unique issues they face in late life.  Sexual violence, whenever it occurs 
across the life span or whatever its impact on life, is essentially about the abuse of power on 
individual and systemic levels (Russell and Carey, 2002, p. 71).  Thus, an appropriate task for 
feminist theorists is to re-describe older women’s roles in relationship to societal power structures 
and institutions that have historically ignored female experience when denied access to economic 
and social power because of their gender (McInnis-Dittrich, 2002, p.72). The gaps in theoretical 
knowledge of older female survivors of sexual violence across the life span and into old age are 
many.  Therefore much of what is assumed about older survivors’ trauma histories is untested 
knowledge.  It is only by combining several areas of knowledge that tentative possibilities for 
theory in this area can be formulated.   
 
The complexity of sexual violence related characteristics of older female survivors contributes to 
difficulties in drawing consistent conclusions from available studies that are extremely diverse in 
terms of topic. Trauma and sexual violence are not frequently discussed together when related to 
older women’s experiences, nor are the changes contributing to increased severity and chronicity of 
after-effects leading up to and during old age. This chapter has discussed the background elements 
of life experience as a survivor that may be generalised to older female sexual violence survivors 
that may in turn relate to their counselling needs. 
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The research seeks to interrogate and highlight areas relevant to participants’ experiences. Further 
study of ageing from the viewpoint of ageing women who have survived to later life after 
victimization would be beneficial in generalising knowledge that benefits a significant proportion of 
the aged. Victimization is a trauma-laden life experience for significant numbers of older people, 
particularly those who have not yet resolved trauma related issues in late life. In particular 
combined knowledge about sexual violence and ageing contributes to knowledge about counselling 
offered for older survivors and identification of approaches designed to facilitate healing for the 
participant group.   
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Chapter 4 
Literature Review 
Counselling for older people and its application to older sexual violence survivors 
 
Traditionally counselling or therapy for older people has not been a high priority in the therapeutic 
community (Scrutton, 1989, p. 19). Although current discussion has expanded to include the 
therapeutic needs of a wide variety of groups, the needs of older people and older women in 
particular have been somewhat neglected. Laidlaw and Pachana state categorically that ‘ageing is a 
gender issue’ (2009, p. 602) in that the ageing population is predominantly women. This means that 
women, who live longer, will require more psychological services than men (p. 612). Although 
gerontology has now expanded to critical and feminist comment on older women (Hooyman, 
Browne, Ray and Richardson, 2002, p. 3) it does not maintain a substantial focus on the situation of 
older sexual violence survivors or counselling for this group.  
 
Apparent lack of knowledge in therapeutic circles about sexual violence counselling for older 
women may serve to limit their recovery possibilities. A small body of Australian literature raising 
awareness of other types of violence experiences of older women (McFerran, 2009; Olle, 2005; 
Mears and Sargent, 2002; Duncan; 2002; Elder, 2000; Cameron and staff of CASA, 2000; Morgan 
Disney et al, 2000; Schaffer, 1999; Mears, 1997) provides relevant knowledge, although not 
specifically relating to sexual violence experiences, which is often subsumed in discussion of all 
types of violence in late life.  It is acknowledged, however, that for many older women physical and 
sexual violence may have occurred concurrently across life within the confines of domestic 
relationships. Although discussion on intimate partner violence encompasses such situations, there 
is little delineation in the literature between the experiences of younger and older age groups (Zink, 
Jacobson, Pabst, Regan, and Fisher, 2006, pp. 634, 635).  Survivors of childhood abuse especially 
may attend a variety of non-specialised counselling services across their lives and utilise the 
services of psychiatrists without reaching recovery by old age (Gibbons, 1996, p. 1759).  Thus, it is 
expedient to assess therapeutic approaches from a variety of perspectives to identify features of 
counselling best suited to their needs.  
  
A number of areas of literature are examined. Firstly, factors influencing survivors’ therapeutic 
needs in old age are discussed, followed by examination of the specific counselling needs of older 
female sexual violence survivors. Therapeutic approaches for older people generally are explored 
and critiqued, followed by a discussion of desirable features of counsellors offering services for 
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older people.  Debates surrounding counselling for older people include temporal issues and the 
sectoral allocation of services for older survivors. Discussion of alternate approaches suited to older 
survivors includes the utility of feminist and trauma approaches to counselling for sexual violence 
issues in late life. Finally, conclusions are drawn about counselling for older sexual violence 
survivors.  
 
1 Factors influencing survivors’ therapeutic needs in old age  
Because trauma has traditionally been seen as the province of younger people, little research has 
centred on the therapeutic needs of older people suffering trauma-related issues (Cook and 
Niederehe, 2007, p. 255), particularly related to interpersonal violence in older women (p. 261).  
Long-term trauma-related effects across time have not been studied extensively (Cook and 
Niederehe, 2007, p. 258) to determine this group’s therapeutic needs. Workers with older people 
may assume their clients have achieved resolution of outstanding problems by old age or that 
change is beyond their capability (Koder and Ferguson, 1998, p. 98; Marino, 1996, p. 58), 
following Freud’s beliefs in this regard (Cook and Niederehe, 2007, p. 263, 264).  Psychological 
knowledge was not widely available in their youth (Cook and Niederehe, 2007, p. 255); thus, many 
older survivors have not connected earlier experiences with suffering anxiety, depression and 
trauma-related symptoms in old age (Thorp and Blazer, 2012, p. 378; Risman, 2000, p. 465).  Many 
display stoic attitudes reflective of the era of their youth (Moore, Grime, Campbell and Richardson, 
2012, p. 163), until in retirement, with more time available for reflection (Safford, 1995, p. 140), 
these issues leap back into prominence. Although not every survivor of earlier abuse is thus 
affected, the above refers to those who continue to suffer trauma-related impacts in late life.   
 
The influence of societal attitudes and norms from their youth works against older survivors’ 
recognition of the relevance of counselling to address sexual violence issues. They were raised in an 
era when secrecy was the norm in relation to discussion of life experiences such as sexual violence 
(Beaulaurier et al, 2005, p. 67) which was universally avoided and not disclosed to others (Hiskey 
and McPherson, 2013, p. 692). Societal attitudes towards sexuality were much less open in their 
youth (Lodholz, 2001, p. 23) than is the case today. Stoic attitudes may have meant counselling was 
not even considered, as self-reliance was highly valued (Cook and O’Donnell, 2005, p. 64).   
 
Due to a general lack of therapeutic awareness (Cook and Niederehe, 2007, p. 254), a number of 
factors may contribute to many older survivors’ failure to seek counselling. Continued avoidance 
may have allowed them to cope with problems (Lettenberg, Greenwald and Cado, 1992, pp. 404, 
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405), a typical coping strategy for trauma survivors (Herman, 1992, p. 87). The resultant delays in 
suitable treatment is reflected in many survivors receiving an array of psychiatric diagnoses over 
time (Herman, 1992, p. 123) without resolving long-term issues, whilst not being aware of the 
availability of sexual violence support and counselling services to address this issue. Older 
survivors may seek assistance, however, when the impact of unresolved issues re-emerges in late 
life through returning trauma-laden memories (Schreuder, 1997, p. 17; Herman, 1992, p. 48) 
impacting upon everyday life. A dominant barrier inhibiting the search for therapeutic assistance is 
a sense of shame in disclosing intimate violence (Beaulaurier et al, 2005, p. 61 – 63; Zink et al, 
2003, p. 1434, 1438), since such issues were secret in this age group (Mears, 2003, p. 1485). Such 
attitudes result in less likelihood of older survivors reporting trauma symptoms to therapists 
(Franco, 2007, p. 106).  Although counsellors may assume this issue does not apply to older 
women, it is surprising how many women reveal it if specifically asked (Franco, 2007, p. 103). 
   
The ageing process itself is known to resurrect old trauma-related issues for survivors (Herman, 
1992, p. 48) as they reach new developmental milestones in old age.  Herman (1992) issues a 
warning about the impact of unresolved trauma in old age: 
‘The impact of a traumatic event continues to reverberate throughout the survivor’s 
lifecycle.  Issues that were sufficiently resolved at one stage of recovery may be reawakened 
as the survivor reaches new milestones in her development’ (p. 211).    
Many women experience multiple abuses across life (Classen et al, 2005, p. 116; Darlington, 1996, 
p. 11) which may increase intensity of affect when age-related stressors are added (Rosenbloom, 
1988, pp. 187, 188).  The effects of accumulated trauma are indicated by greater severity (Joffe et 
al, 2003, p. 45) and increased complexity (Briere et al, 2008, p. 226) of presenting issues.    
 
Since women comprise the majority of older people, with increasing numbers living longer (Duncan 
and Mason, 2011, p. 19), it is appropriate that counselling suited to their needs be provided.  
Statistical information about the prevalence of sexual violence across the lifetime reveals that a 
quarter to a fifth of women may be survivors of sexual violence (Victorian Law Reform 
Commission, 2001; Cook et al, 2001, p. 11).  Identifying and offering counselling approaches to 
suit their needs would maximise quality of life for a significant proportion of the older population. 
 
2 The counselling needs of older female sexual violence survivors 
The literature describing the most effective approaches in working with older survivors is 
underdeveloped. Therapeutic approaches already found to be effective with sexual violence 
survivors must form the basis of counselling for older survivors, whilst also taking into 
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consideration the likelihood of their suffering long-term trauma in old age. A logical place to begin 
exploration of their counselling needs is the feminist literature which traditionally discusses sexual 
violence (Herman, 1992, p. 30).     
 
Little was found in the feminist literature regarding counselling for older long-term survivors of 
sexual violence. Feminism comments minimally on older people (Harbison, 2008, p. 223; Browne, 
1998, p. xix, xxiv), apart from discussing caring, a prominent role for older women (Dominelli, 
2002, p. 128 - 132), and economic issues (Estes, Biggs and Phillipson, 2003, p. 44).  The general 
feminist sexual violence literature does inform counselling provision for this older group without, 
however, taking the added dimensions of ageing into account. Searches of the feminist 
gerontological literature revealed little discussion of sexual violence or effective counselling 
methods with older sexual violence survivors.     
 
The therapeutic literature on older survivors of violence generally focusses on elder abuse and older 
women’s experiences of domestic violence in old age (McFerran, 2009; Harbison, 2008; Olle, 2005; 
Mears and Sargent, 2002; Morgan Disney and Associates et al, 2000), along with discussion of 
elder sexual abuse, that is, sexual abuse occurring in late life (Teaster, Duke, and Kim, 2000; Holt, 
1993; Osgood and Manetta, 1992; Ramsey-Klawsnik, 1991). Crisis counselling is mostly advocated 
for both domestic violence and elder sexual abuse (Herman, 1992, p. 162) in late life, but this would 
not address accumulated trauma effects of multiple unresolved abuse experiences across a lifetime.  
Duncan’s excellent (2002) guide on working with older female survivors of domestic and sexual 
violence provides general guidelines for working with older abused women but does not provide a 
specific focus on sexual violence and its differential effects. Most research with older women 
affected by violence considers their experiences as one conglomerate and fails to differentiate 
effects on women’s lives resulting from different types of violence. 
   
It is suggested that working with older sexual violence survivors may differ from working with 
other older violence survivors, although this is a matter for conjecture in terms of research evidence. 
The nature of the effects of repeated sexual violence on women by late life must be considered.  It is 
contended that the aftermath of sexual violence across the lifetime, even when not continuous, often 
differs significantly from that of other violence survivors for a number of reasons.  Over long time 
periods older women whose sexual violence issues remain unresolved are vulnerable to further 
sexual revictimization (Olle, 2005, p. 35). With each new violation trauma effects are likely to be 
triggered anew and accumulate in impact (Follette et al, 1996, pp. 27), with long-lasting effects by 
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late life. When intimate partner violence, which often includes both sexual and physical violence, 
occurs over long time periods, the sexual violence component is a more personal and insidious 
violation which may result in different types and degrees of impact. Moreover, sufferers reporting 
extreme childhood violation are more likely to later report complex psychological conditions such 
as dissociative identity disorder and borderline personality disorder (Biswas et al, 2013, p. 45; 
Somer, 2000, p. 57), and trauma effects are frequently the outcome of all types of abuse and 
violation. The salient point is that survivors must continue to live with the aftermath of violation 
throughout their lives if its presence and consequences are not accounted for in treatment.   
 
It is acknowledged that older survivors of family violence also experience long-term trauma for 
similar reasons. Domestic and family violence, as well as elder abuse, have received greater 
recognition in terms of research and services provided for this age group, as well as achieving 
higher societal level awareness. Very few older sexual violence survivors attend services to help 
resolve their long-term issues (Duncan and Mason, 2011, p. 19; Cameron and staff of CASA House, 
2000) due to an even deeper taboo related to revealing sexual victimization, which results in their 
issues often remaining invisible to the public eye. 
 
It is possible that all older violence victims’ experiences show significant similarity. This remains to 
be examined through future research. In practice, services are offered separately in recognition of 
different ways of working with both groups of issues. Physical and emotional abuse of children 
undoubtedly produces significant harm; having experienced incest also, followed by adult rape, 
particularly multiple experiences, compounds the risk of later psychological problems (Schumm et 
al, 2006, p. 833; Follette et al, 1996, p. 33). Biswas et al believe that severe mental illness is 
frequently experienced as a consequence of long-term incest (2013, p. 45).  It is suggested that 
counselling must also consider the ramifications of cumulative trauma across the lifetime resulting 
in complex psychological effects. 
  
Since many survivors are busy with family or work and cope over time through suppression of 
traumatic memories (Bar-Tur and Levy-Schiff, 2000, p. 275; Hunt et al, 1997, p. 2, 3) it is not until 
old age relieves them of such responsibilities that memories of past abuse come flooding back 
(Aarts and op den Velde, 1996, p. 372). In some cases memories return with increased intensity 
(Schreuder, 1997, p. 17) causing emotional impacts that are difficult to handle. The trauma 
literature discusses retriggering and re-experiencing of trauma, (Bar-Tur and Levy-Schiff, 2000; 
Schreuder, 1997) and ways to assist older survivors deal with troubling memories.  If trauma-related 
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symptoms are not acknowledged, mental health issues may escalate in ways that others have 
difficulty understanding (Hunt et al, 1997, p. 2, 3), resulting in counselling that fails to correspond 
to the issues causing their distress. The contention is that counselling for older sexual violence 
survivors must be specialised (Thorp and Blazer, 2012, p. 378) to take into account trauma 
characteristics occurring in old age.   
 
3 Therapeutic approaches for older people 
Feltham and Dryden describe counselling as ‘a disciplined, ethical and professional activity within a 
confidential and ethically protected relationship with a trained and qualified practitioner’ (2006, pp. 
187, 188). It is acknowledged that aged care workers may also carry out counselling informally in 
the course of their usual work.  Interpersonal counselling processes aim to empower clients through 
facilitating more resourceful ways to maximise well-being (Seden, 1999, p. 14; King, 1995, p. 283).  
It is suggested that the difference between various counselling approaches for older people lies in 
the degree of knowledge required about specific issues related to ageing.   
 
Specialised counselling for older people, as opposed to supportive social work responses offering 
practical assistance with everyday problems, does not appear to be widely available outside of 
mental health settings. Ageist attitudes dictate that psychodynamic counselling for older people may 
be seen by therapists as of limited benefit because of traditional beliefs that change is difficult to 
achieve and sustain in old age (Koder and Ferguson, 1998, p. 98; Marino, 1996, p. 58). 
Nevertheless, the literature indicates that many older people favourably evaluate psychodynamic 
counselling they have undergone (Hill and Brettle, 2006, p. 292). Counsellors and psychotherapists 
employ similar therapeutic methods with similar types of clients (McLeod, 1994, 41).   
 
Counselling is distinguished from psychiatric treatment in that psychiatrists may specialise in 
treatment techniques such as electro-convulsive therapy and treat patients with medication 
(Whitbourne, 2000, p. 346), although some also offer counselling. Psychiatrists may be trained in 
specific trauma-processing techniques such as eye movement desensitisation and reprocessing 
(EMDR) (Sikes and Sikes, 2003, p. 67) or exposure therapy (Castro and Marx, 2007, pp. 156, 157; 
Foa, Rothbaum and Furr, 2003, p. 48, 49). Psycho-educative groups for issues such as anxiety and 
depression are frequently offered to older people (Aspnes and Lynch, 2007, pp. 342, 343).  
 
Trauma-informed counselling approaches are widely discussed; however, Thorp and Blazer believe 
that little attention is paid in the research literature to this type of counselling for older women 
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(2012, p. 375), or their trauma-related issues (Cook et al, 2011, p. 1078), whether trauma has 
occurred in old age or earlier in life.  Whilst trauma-informed approaches are frequently used with 
survivors of other ages and the techniques used may be safely transposed to older aged groups, the 
literature largely fails to provide a guide to working with older survivors (Bright and Bowland, 
2008, p. 373) other than through psychotherapy or psychiatric treatment (Aspnes and Lynch, 2007, 
p. 337). Thus, apart from therapeutic work with survivors of combat and the Holocaust, little 
discussion emanates from the ageing literature.       
 
Whether approaches traditionally used with older people provide a satisfactory match to individual 
older survivors’ needs is the core issue when evaluating the relevance of therapy offered to them.  
Irrespective of the professional orientation of counsellors offering psychodynamic therapy, failure 
to consider the presence and origins of trauma may limit the efficacy of counselling for clients.  
 
3a Perspectives informing therapeutic approaches 
Broad classification of therapeutic approaches falls within psychodynamic and structural traditions.  
Texts on therapy related to trauma typically refer to earlier experiences of war and the Holocaust 
(Rothschild, 2011; Hunt et al, 1997; Schrueder, 1997; Van der Kolk et al, 1996; Yehuda et al, 
1995), except for a few discussing trauma generally (e.g. Herman, 1992). A number of adjunct 
therapies are also discussed related to outstanding trauma issues, for example, creative therapies, 
EMDR, and bodywork or somatic therapies.    
 
The aim of many counselling approaches is utilisation and redefinition of clients’ ‘strengths, 
survival, and resistance strategies’ (Wasco, 2003, p. 318) aimed at empowerment (Herman, 1992, p. 
134). Whatever approach is used, it is widely acknowledged that the quality and extent of 
involvement by both parties in the therapeutic relationship is the most important ingredient of 
effective therapy (Hubble, Duncan and Miller, 1999, p. 412). Perspectives that usefully analyse 
experience across the lifetime and during ageing are discussed to ascertain which are more likely to 
result in efficacious practice towards recovery.   
 
Psychodynamic counselling approaches utilising biomedical perspectives are most frequently 
presented for older people by counsellors, psychologists or psychiatrists to address a variety of 
issues. Psychodynamic approaches aim at information processing to allow clients to work through 
emotional issues to reconcile their experiences (Rose, 2002, p. 65). Common psychodynamic 
approaches include cognitive-behavioural therapy (CBT) (McInnes-Dittrich, 2002, p. 145), 
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dialectical-behavioural therapy (DBT) (Rothschild, 2011, p. 75; Brodsky and Stanley, 2002, p. 347; 
Linehan, 1993) and psychodynamic psychotherapy (Kivnivk and Kavka, 2002).  Critiques of the 
efficacy of these approaches are not included in recognition that the distinction between these 
particular approaches and others mean little to many older people who are not familiar with the 
ways that various therapies work, and indeed, participants did not extensively discuss these 
distinctions in the research.   
 
Psychotherapeutic approaches aim to facilitate clients gaining insight into past experience and its 
effect on current relationships (Aspnes and Lynch, 2007, p. 341) to allow adjustment to ageing and 
promote ‘on-going psychosocial growth and development’ (Kivnick and Kavka, 2002, p. 125). 
Feminist critiques of psychodynamic approaches point to pathologising of victims through their 
focus on individual deficits (Risman, 2000, p. 467) as a major stumbling block to recovery. 
Psychiatric approaches are critiqued as reductionistic, being based on conception of the origins of 
problems as biological malfunctions of the brain and genetic factors rather than environmental and 
social factors (Risman, 2000, p. 465; 467; Whitman, Merluzzi and White, 1999, p. 8) such as living 
in a male-dominated society.  Risman believes many people are retraumatized within the mental 
health system when the traumatic impact of sexual violence is not recognised (2000, p. 467 - 469).   
 
In contrast, structural or anti-oppressive approaches take a broader view of personal problems 
through de-emphasising individual pathology to equally consider the influence of societal structures 
on oppressive experience of vulnerable groups such as women and children (Payne, 1991, p. 217).  
Feminist theory demands a gendered analysis of problems, with particular emphasis on the 
vulnerability of women to domestic and sexual violence (Healy, 2005, p. 177). The appropriateness 
of a gendered analysis championed by feminism is demonstrated in the fact that the vast majority of 
sexual violence victims are female and the majority of perpetrators male (Mears and Sargent, 2002, 
p. 45; McLellan, 1995, p. 49).  Feminism provides a ‘systematic and integrated analysis that links 
institutionalized oppression to abusive relationships to internalized oppression, and responds to 
oppression at both the institutional and individual levels’ (Dietz, 2000, p. 375).  Such anti-
oppressive approaches recognise the forces of ageism and sexism that interact with each other 
(Healy, 2005, p. 180) in old age.  Education and consciousness-raising about such influences are 
implicit in feminist practice (Enns Zerbe, 2004, p. 118 - 121).   
 
Recognition of power dynamics, intrinsic to feminist perspectives, is vitally important in working 
with older female survivors.  Many were silenced across the life course (Farris and Gibson, 1992, p. 
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39; Beaulaurier et al, 2005, p. 67) as effects were repressed over time (Bonanno, 2004, p. 26).  
Women’s silencing may result in decision-making about their future and their right to live in a 
manner of their own choosing being effectively removed from them through medical misdiagnosis, 
(Schreuder, 1997, p. 21; Hunt, Marshall and Rowlings, 1997, p. 3). Assisting older women to 
maintain control over their lives and decision-making demonstrates counsellor respect and belief in 
their management ability. 
 
The expanding field of gerontology is widely acknowledged as enlarging the scope of thinking 
about the problems of older people, reflected through the emerging trend towards life span 
psychology (Knight, 2004, p. 4, 5).  Analysis of life span issues applies to a variety of experiences 
and includes consideration of long-term survival of war and the Holocaust (Rothschild, 2011; Hunt 
et al, 1997), as well as multiple experiences of sexual violence, survival of which is likened to the 
above-mentioned issues (Herman, 1992, p. 28).  A life span perspective is particularly relevant in 
considering sexual violence experiences that began in childhood, continued in youth and middle life 
through revictimization, and present challenges due to unresolved issues in late life (Olle, 2005, p. 
34).  Irrespective of the perspective held, counselling older survivors may best fit within specific 
modalities.   
 
3b Modalities specifically used with older people 
Few references to specialised approaches for older people were found, with older people mostly 
accessing psychotherapy for late life issues (Aspnes and Lynch, 2007, p. 337).  For a small group of 
survivors of the Holocaust and other combat-related experiences, a specialised body of literature 
discusses trauma-informed responses to these older survivors. Another therapy commonly used with 
older people is reminiscence therapy (Hunt, 1997, p. 220). Group work is also discussed as an 
alternative to one to one counselling.  
 
Trauma-informed therapeutic responses are mostly discussed in relation to younger cohorts and not 
to older people who experienced trauma earlier in life.  Because trauma remains or returns to affect 
older survivors, it is imperative that trauma-informed responses are cognisant of the particular 
issues characteristic of older survivors’ lives.  In Australia, the Mental Health Coordinating Council 
has recently released a paper on ways that counselling and mental health services can offer trauma-
informed responses to survivors (Bateman, Henderson and Kezelman, 2013).  It offers a reform 
agenda for policy regarding services offered to this group (2013, p. 2). 
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Kezelman describes a number of elements comprising trauma-informed practice, which: 
‘.. is grounded in an understanding of, and responsiveness to, the impacts of trauma; 
emphasises physical, psychological, and emotional safety for both providers and survivors; 
[and] creates opportunities for survivors to rebuild a sense of control and empowerment’ 
(2013, p. 4). 
She describes it as intrinsically strengths-based (2013, p. 4). In recognition of the long-lasting 
nature of trauma, a trauma-informed practice framework emphasises ‘an understanding of the 
relationship between trauma, mental illness, co-existing conditions and complex psychosocial 
difficulties’ (Bateman et al, 2013, p. 4). This paper suggests that trauma-informed care and 
treatment is organised around acknowledgement of the existence of trauma and its prevalence, as 
well as the need for sensitivity to the ways that trauma affects everyday life (p. 9).  A number of 
components that must be considered include ‘safety, trustworthiness, choice, collaboration and 
empowerment’ in a framework acknowledging power differentials in counselling, that aims to 
maximise ‘self-determination, supports autonomy and empowers individuals’ so that they can learn 
ways to take responsibility for the progress of their own healing journey (p. 9).  Its aim is to provide 
understanding of the triggers that may lead to revictimization (p. 9).   
 
Group work is also used extensively with older people, which is shown in the literature to fulfil a 
number of purposes. Psycho-educational groups address issues such as depression or anxiety 
(McInnis-Dittrich, 2002, p. 248), other groups are aimed at reminiscence for the purpose of life 
review in preparation for end of life (Hunt, 1997, p. 220), and many aim to prevent social isolation. 
Sexual assault survivor groups are another particularly appreciated form of support (Darlington, 
1996, p. 100). They fulfil a useful function for those with unresolved issues from earlier in life, 
particularly for older women unaccustomed to discussing their abuse.  Group work encourages 
women to assist one another with coping strategies for emerging issues, provides validation of 
group members’ feelings about their experiences, and helps to build supportive relationships 
between members (Duncan and Mason, 2011, p. 21). 
 
A common group work technique with older people is reminiscence therapy (Hunt, 1997, p. 220).  
Its purpose is to integrate meaning-making about earlier life (Scrutton, 1989, p. 39) with current 
reality. Integrative reminiscence is said to lead to ‘a sense of self-worth, coherence, and 
reconciliation with the past’, whereas obsessive reminiscence may lead to despair due to unresolved 
issues (Trotman and Brodsky, 2002, p. 119).  
 
74 
 
Reminiscence therapy has not been particularly validated as suited to older people’s needs (Hill and 
Brettle, 2006, p. 291), despite its apparent popularity. Critics of reminiscence therapy indicate 
caution in using this therapy with trauma survivors and advocate taking into consideration the role 
of clients’ trauma across time. It may have limited utility for older trauma survivors because of its 
propensity to resurrect old memories and re-trigger earlier unresolved trauma (Hunt, 1997, p. 220).  
Hunt points out that life review processes potentially psychologically damage already traumatized 
people unless previous therapy has achieved recognition of personal meaning for traumatic past 
events and acknowledgement of associated emotions (1997, pp. 220). Using this technique with 
older trauma survivors may leave them feeling increasingly vulnerable and lacking in personal 
resources (Bar-Tur and Levy-Schiff, 2000, p. 272) if they are not sufficiently prepared for the 
emergence of repressed trauma effects.  
 
Nevertheless, McInnis-Dittrich suggests a life review process for older survivors of childhood 
sexual violence (1996, p. 166, 168) to help them achieve ego integrity in late life through the 
processing of the trauma of childhood abuse (p. 172). As a technique frequently used with the 
elderly, a life review process from a feminist viewpoint would undoubtedly encompass 
consciousness-raising by therapists (Enns Zerbe, 2004, p. 118 - 121) about troubling aspects of a 
woman’s experience across the lifetime. It would also take into consideration the likelihood of 
earlier repressed trauma reactions. 
 
Psycho-educational group work is advocated as a useful addition to individual therapy (Aspnes and 
Lynch, 2007, p. 342).  One type of psycho-educational group for older clients was evaluated as 
useful for providing information about depression and anxiety (McInnis-Dittrich, 2002, p. 248),  
thus providing an educative focus for a generation that may not have had extensive access to 
information about common conditions in late life.  This type of group work is not to be confused 
with therapeutic sexual assault survivor support groups (discussed in section 6 (a)). 
 
Group work for older people fulfils a number of their needs in late life.  Support groups offer 
normalisation of issues as common to the particular group of people, thus offering reassurance 
during the healing journey while breaking down social isolation (Brandl, Hebert, Rozwadowski, 
and Spangler, 2003, p. 1493, 1494). Those focussing on self-management (Aspnes and Lynch, 
2007, p. 342) assist in building individual coping skills.  Group work is promoted as offering 
opportunity for personal growth and fulfilment (Trotman and Brody, 2002, p. 118).  In addition to 
one to one counselling, group work has much to offer in late life.        
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3d Adjunct therapies for older people 
In addition to the therapeutic perspectives discussed above, several adjunct therapies treat 
entrenched somatic phenomena (Rothschild, 2011, p. 76, 101) common in sexual violence 
survivors. These include EMDR, Bodywork or Somatic Psychotherapy, and exposure therapy. 
Creative or expressive therapy may also be utilised when issues are entrenched and complex.   
 
EMDR is based on the theory that ‘a traumatic event interrupts the natural, adaptive, information-
processing pattern of the brain which integrates information’ (Sikes and Sikes, 2003, p. 67).  It 
therefore aims to restore these functions by building new connections between suppressed trauma-
laden memories and physical expression, encouraging processing, integration, release and 
resolution (Siegel, 2003, p. 15, 16).  Evaluations of EMDR vary, although Sikes and Sikes (2003, p. 
69, 72) and Harvey, Bryant and Tarrier (2003, p. 512) declare this method of processing individual 
traumatic memories efficacious. Nevertheless, reports are inconclusive about the efficacy of this 
technique with particular types of trauma (Foa and Rothbaum, 1998, p. 62). EMDR may 
nevertheless hold promise for women suffering long-term trauma effects.   
 
Exposure therapy may be used with sexual violence survivors to assist with long-standing traumatic 
experience through promoting prolonged exposure to versions of the traumatic incident (Rothschild, 
2011, p. 75). It aims to extinguish lingering fear (Castro and Marx, 2007, p. 154, 156; Foa and 
Rothbaum, 1998, p. 51) related to trauma. Critics of this approach focus on the difficulty of 
processing multiple incidents and complex trauma histories (Castro and Marx, 2007, p. 160, 164), 
and suggest that further research is needed to measure its efficacy with older trauma survivors. 
 
Many older survivors suffer physical effects they relate to earlier sexual violence. Body-based 
therapies such as somatic psychotherapy (Price, 2005) or sensorimotor psychotherapy (Ogden, Pain 
and Fisher, 2006) are favourably evaluated in addressing long-term trauma-related issues (Hartley, 
2004). This particularly applies to symptoms such as dissociation or separation of emotions from 
body awareness (Price, 2006, p. 59). Hartley (2004) describes the function of somatic 
psychotherapy: 
‘Somatic therapies attend to this subtle flux within the bodymind and through various 
techniques including touch, tissue manipulations, sensory awareness, body imagery, and 
movement, bring awareness to unconscious patterns, introduce new sensations and choices 
of response, and support changes towards greater integration, health and wellbeing’ (p. 5). 
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She describes processes restoring awareness to the body where blocks have occurred as a result of 
‘trauma, pain or conditioning’ that help ‘heal the split between body and mind, soma and psyche’ 
(p. 6). Such processes aim for integration through safe emotional expression (Price, 2006, p. 59).  
Some survivors find bodywork helpful, although few clinical evaluations were found on its efficacy 
with this client group.   
 
For persistent and intractable issues, creative or expressive therapies are a viable alternative.  Art 
therapy is the best known expressive therapy, which also includes drama, music, creative writing 
(Rothschild, 2011, p. 81), and sand tray and symbol work (Pearson and Wilson, 2001).  The utility 
of these expressive therapies lies in providing a means of expression that draws emphasis away 
from verbal discussion of internally confused feelings not easily explained to another to represent 
them non-verbally (Edwards, 2007, p. 45).  Creative or expressive therapy provides a safe medium 
for processing abuse to integrate it into conscious awareness, ready to be addressed in counselling 
(Pollen, 2006, p. 185). 
 
3e Eclectic approaches 
In summary, Beaver and Millar (1985) advocate using eclectic approaches with older people in 
recognition that counsellors require a range of knowledge that provides both ‘explanatory and 
interventive knowledge’ (p. 76) in defining goals and a range of treatment modalities to achieve 
specific ends. When working with older sexual violence survivors, it may be that using several 
approaches as needed would best assist with a variety of issues such as substance abuse, mental 
illness, and trauma.  Individual characteristics and levels of recovery vary greatly by late life; thus, 
it must be acknowledged that combinations of the afore-discussed approaches may provide effective 
means of addressing the complex effects of earlier sexual violence.   
    
4 Preferred characteristics of counsellors 
Having examined a number of perspectives underlying various types of counselling for older 
people, it is pertinent to consider individual characteristics of counsellors providing these services.  
A number of areas are discussed in the literature.   
 
The importance of strong trusting therapeutic relationships is emphasised to support change 
(Hubble et al, 1999, p. 409 – 416; Schreuder, 1997, p. 26) and allow clients to utilise personal 
resources (Kezelman, 2013, p. 4; Hubble et al, 1999, p. 433). Client and counsellor work 
collaboratively to achieve self-formulated long-term therapeutic goals (Kezelman, 2013, p. 4; 
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Hubble et al, 1999, p. 415, 431).  Herman suggests that ‘the therapist becomes the patient’s ally, 
placing all the resources of her knowledge, skill, and experience at the patient’s disposal’ (1992, p. 
134).  The aim is to recognise links between the past, present and future to make sense of personal 
experience (Hunt et al, 1997, p. 9).  Regular reflection in a non-threatening way by both parties on 
helpful and unhelpful practices (Dale et al, 1998, p. 154; Hunt, 1997, p. 220) is of mutual benefit.  
  
For trauma survivors, safety is of prime importance (Kezelman, 2013, p. 4; Herman, 1992, p. 159, 
160).  Effective trusting relationships prioritise safety while exploring clients’ personal meaning for 
traumatic experience across life (Schreuder, 1997, p. 27; Hunt, 1997, p. 222).  Herman believes that 
establishing therapeutic safety is ‘an extremely complex and time-consuming task’ requiring 
adequate counselling arrangements to facilitate resolution of survivors’ issues (1992, p. 166).   
 
A number of counsellor skills and characteristics appreciated by women with sexual violence 
histories are crucial to facilitating recovery. Armsworth’s evaluative study of helpful counsellor 
skills with incest survivors identified ‘validation, advocacy, empathic understanding, and absence of 
contempt, punishment or derision in response to the client’ (1989, pp. 556 - 557).  Resick named 
listening and summarising, accommodating the need for ventilation, appraisal of strengths and 
assets, and assisting clients to define and work towards goals (1980, p. 218 – 222). Appropriate 
counsellor attitudes include implicit belief in clients, non-blaming attitudes, and respectful ways of 
working to avoid clients feeling stigmatised, alone or different to other women (Armsworth, 1989, 
p. 553, 554).  Herman maintains that effective counselling contributes to ‘a new interpretation of the 
traumatic experience that affirms the dignity and value of the survivor’ (1992, p. 179).   
 
Due to perceived power differences in counselling, the counsellor’s gender (Elder, 2000, p. 32; 
Sanderson, 1995, p. 244) is of particular importance for female survivors.  Gibbons believes that 
providing female counsellors is desirable (1996, p. 1759, 1762) to maximise levels of comfort, trust 
and safety (Kivnick and Kavka, 2002, p. 129).  Because a male was the perpetrator for a majority of 
survivors (McLellan, 1995, p. 49; Dominelli, 1989, p. 298), older women may hesitate to disclose 
abuse to a male. With male counsellors power dynamics may be experienced as unequal due to 
patriarchal assumptions lending enormous weight to male opinion in the traditionally male field of 
psychotherapy (McLellan, 1995, p. 3). Kivnick and Kavka suggest that older women may find 
therapy with a female ‘sets the stage for new, age-appropriate ways of conceptualizing themselves 
and their role in the world’ (2002, p. 129).  Nevertheless, women may find gender less important 
than counsellors’ skills in the area of sexual violence.   
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Counsellors with high levels of life experience and professional expertise are highly valued by 
sexual violence survivors (Knight, 2004, p. 65). Thorough specialised training of counsellors in 
areas such as sexual violence (Dale et al, 1998, p. 155; Gibbons, 1996, p. 1760, 1761) and ageing 
(McCullough, 1995) is vital with older women.  In recognition of the entrenched nature of sexual 
violence for many older women, McCullough (1995) suggests that training for counsellors working 
in this field includes thorough understanding of family contexts where abuse occurs, trauma, and 
the processes that apply to development of issues when processing trauma memories. Counsellors 
who themselves are sexual violence survivors are highly valued by some older women due to their 
high levels of empathy and understanding (Dale et al, 1998, pp. 151, 152). 
 
Whilst the above variables apply to any counselling relationship, the counselling needs of older 
survivors may differ due to the likelihood of accumulating multiple needs and traumas across life 
and developing higher sensitivity than younger women. Critiques and debates surrounding 
counselling for older people, however, present alternate points of view that impact upon counselling 
for older survivors, and these are now discussed. 
 
5 Debates surrounding counselling for older people 
Two main areas are debated when considering counselling for older people, especially older sexual 
violence survivors. Debates centre on the optimum duration of counselling, and where these 
counselling services belong in terms of the service sector.  Arguments for both brief and extended 
therapy are presented in this context (Littrell, 1998; Hanlon and Bertolino, 1998; Harvey and 
Harney, 1997; Herman, 1992; Dryden and Feltham, 1992), as well as another alternative: staged 
approaches.   
 
5a Temporality 
Temporality concerns the time element of counselling provision, in particular, the merits of brief 
versus longer-term therapy contested in the counselling literature (Littrell, 1998, p. 26, 27), 
particularly in the presence of past trauma (Danieli, 1995, pp. 19, 20).  In the context of more 
entrenched psychological issues related to unresolved trauma, longer-term counselling has been 
recommended (Rankin and Taucher, 2003, p. 141). Staged approaches are another alternative 
(Herman, 1992, pp. 165, 166).  Danieli comments on the time factor guiding duration of counselling 
for severely traumatized people: 
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‘Tracing one’s history of multiple traumata along the time dimension at different stages of 
development reveals that while for many people time heals ills, for traumatized people time 
may not heal, but may magnify their response to further trauma’ (1995, pp. 19, 20). 
It is in this context that the argument over temporality is based for long-term survivors. 
 
The mental health and trauma literature shows that complex chronic issues such as mental illness 
and the trauma of repeated victimization may require longer periods of counselling (Briere and 
Jordan, 2004, p. 1365; Risman, 2000, p. 469, 473; Harvey and Harney, 1997, p. 30).  The fact that 
increasing numbers of older people are accessing psychological services in late life (Knight, 2004, 
pp. 3) highlights the fact that issues from earlier life may remain unresolved during ageing.   
 
A number of psychotherapeutic modalities address long-standing issues. Traditional psychoanalysis 
requires longer periods of engagement (Orbach, 2003, p. 32, 36). Knight (2004) asserts that 
growing numbers of older people are open to psychotherapy (p. 3) which they have generally 
evaluated as helpful (p. 4).  Longer-term support is desirable for older people experiencing chronic 
mental illness (Dryden and Feltham, 1992, p. 5) and is also recommended to help resolve trauma 
impacts (Kahana and Kahana, 1998, p. 173).   
 
Recommendations for sexual violence counselling are to offer it long-term (Briere and Jordan, 
2004, p. 1365; Risman, 2000, p. 469, 473), especially to survivors of extended childhood abuse or 
repeated violation (Harvey and Harney, 1997, p. 30). Long-term clinical care may be particularly 
indicated for those exposed to repeated victimization by intimate partners and family members 
(Herman, 1992, p. 166). Harvey and Harney believe that longer-term care is ‘justifiable, cost 
effective, and feasible’ (1997, p. 30) because, although many survivors have attended therapy 
repeatedly, they may not have accessed continuous counselling to the extent that long-standing 
issues were resolved (Harvey and Harney, 1997, pp. 37, 38).  Additionally, older women may delay 
therapy due to unfamiliarity with the purposes of counselling, impacting on ability to achieve 
resolution in short time periods (Orbach, 2003, p. 36). Discussion of personal issues is an 
intimidating experience for many (Orbach, 2003, 36) and establishing a trusting therapeutic alliance 
may require time (Orbach, 2003, p. 36; Herman, 1992, p. 136, 166, 167).    
 
On the other hand, the benefits of brief therapy align with strengths-based practice (Littrell, 1998, p. 
6) which emphasises identification of ‘the strengths, abilities, and resources of clients’ (Hanlon and 
Bertolino, 1998, p. 21). Brief therapy is described by Littrell as ‘time-limited, solution-focused … 
and relationship-based’ (p. 3). He describes its aims as finding swift solutions to issues at a 
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particular time (1998, pp. 4, 5) in people’s lives. Advocates of brief therapy explain that simple 
interventions offer clients the greatest ability to regain immediate control of their lives (Littrell, 
1998, p. 37). While these are worthy aims, it is important to note that this approach does not claim 
to resolve deep-seated long-term trauma-related issues (Feltham and Dryden, 2006, p. 23).     
 
The literature further discusses a staged progression of therapy. Staged approaches provide 
incremental therapeutic treatment allowing gradual integration of strategies aimed at resolution.  
The stages of healing typically progress from a mourning phase  (Kepner, 1995, p. 6; Herman, 
1992, pp. 175 – 195) to transformation of memory, to allow integration (Harvey and Harney, 1997, 
p. 40; Kepner, 1995, p. 12; Herman, 1992, p. 175), with the final stage focussing on restoring 
relationships and trust in others (Harvey and Harney, 1997, p. 40; Herman, 1992, p. 205 - 207), as 
well as reconsolidation (Kepner, 1995, p. 13) and reconnection with ordinary life (Herman, 1992, p. 
205 – 207). Staged approaches allow progressive assimilation of new learning and taking breaks 
between stages to reinforce and put learning into practice. Such models attempt to address 
entrenched trauma effects, (Steele and van der Hart, 2009, p. 151; Courtois, 2008, p. 92) often 
through stress inoculation training (Foa and Rothbaum, 1998, p. 47).    
 
Staged approaches follow non-linear models, in recognition of the nature of recovery described by 
Herman as ‘oscillating and dialectical in nature’ (1992, p. 155). This notion derives from Sgroi’s 
model that maintains that ‘survivors do not ‘finish’ one stage before they move on to the next’ but 
that recovery flows ‘from one stage to another in a spiral fashion’ (1989, p. 121). These ideas 
recognise that clients typically ‘revisit complex issues and tasks with increasing mastery, breadth, 
and capacity’ until ‘a new self emerges in engagement with the world’ (Kepner, 1995, p. 3). A 
slower pace of counselling or episodic counselling is indicated in the interests of achieving 
consolidation and longer lasting results (Courtois, 1998, p. 92, 96).  Counselling in stages focusses 
on skills and relationship building with emphasis on safety for survivors (Cloitre, Koenen, Cohen 
and Han, 2002, p. 1073; Harvey and Harney, 1997, p. 39), aimed at gradually processing intense 
emotions derived from earlier trauma (Cloitre et al, 2002, p. 1073).  Harvey and Harney warn that 
the first stage of therapy may be lengthy since tasks for some clients include ‘gaining mastery over 
impulses to self-harm, developing and maintaining sobriety, [and] replacing self-injurious 
behaviors with self-soothing strategies’ in a safe way (1997, p. 40).   
 
The arguments for brief or longer-term counselling, as well as staged processes, all hold merit for 
counselling traumatized older clients. The chosen form of counselling depends upon clients’ initial 
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psychological state, progress, and the seriousness and extent of protracted issues remaining.  Staged 
approaches may ultimately also become protracted processes, depending on individual progress.  
The deciding factor lies within client response to counselling and issues becoming evident during 
the course of counselling (Orbach, 2003, p. 32).  
     
5b Sectoral allocation of services  
A further debate concerns the sectoral location of counselling for older sexual violence survivors.  
Within the medical model the primary referral point is to psychiatrists. For the oldest old, 
psychiatric care was the only available option when childhood sexual abuse occurred.   
 
Location of counselling or therapy in aged care is likely to mean that only brief counselling is 
offered, apart from therapy for chronic mental health issues, which may include trauma. It is 
contended that counselling for this group fits within the aged care sector due to the fact that 
survivors have reached old age and that knowledge of developmental processes in old age is 
required.  However, to fully address the needs of survivors some adjustment may be required to 
traditional perspectives on counselling that guide therapy in this sector. It would also require 
expansion of aged care to include wider access to counselling as well as social work support.   
 
It is acknowledged that sexual violence counselling may be effective in any setting provided 
counsellors possess knowledge relevant to the issues with which older survivors present. This 
would include specialised knowledge about trauma and mental illness in this context.  Specialised 
sexual violence services must also include ageing in their repertoire of skills when addressing 
sexual violence effects over time. Necessary knowledge includes the areas of sexual violence, 
ageing, and mental illness, and in the area of developmental psychology centred on ageing. 
 
In summary, the meagre literature relating to counselling for older female survivors does not 
advocate any one particular approach.  The argument has been presented supporting the proposition 
that therapy for ageing survivors to address accumulated long-term effects of earlier sexual violence 
may require longer time frames than traditional therapy (Herman, 1992, p. 165, 166) to account for 
likely significant effects of trauma upon the nature and intractability of problems. An alternative 
view was also presented: that brief therapies can address separate facets of survivors’ longstanding 
trauma-related history (Harvey and Harney, 1997, p. 43) without attempting to holistically address 
all the issues in one series of counselling. The case for incremental counselling through staged 
approaches has also been presented as more effective in allowing women to assimilate learning 
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before addressing additional issues and acquiring fresh skills. Counselling needs vary according to 
individual experience, and counsellors and clients must determine together the type of therapy or 
counselling most suited to their needs (Orbach, 2003, p. 32).    
 
6 Alternate approaches suited to sexual violence survivors 
Since counselling from a feminist perspective centres on a woman-centred analysis, it is particularly 
suited to exploring the circumstances and experiences of sexual violence survivors and offers an 
approach to suit their unique needs. Additionally, in acknowledgement of the fact that a high 
proportion of sexual violence survivors suffer long-term trauma effects by the time they reach late 
life, trauma perspectives, more commonly applied to other groups of older people, offer much for 
this group therapeutically. The appropriateness of both of these perspectives is discussed below. 
 
6a Feminist counselling  
Feminist approaches emanate from a rights and strengths perspective (Vinton, 1999, p. 96) aimed at 
individual and social change to achieve women’s liberation from stereotyping, marginalization and 
oppression (Morley and Macfarlane, 2008, p. 31). Feminist counselling is anchored both in the 
individual and structural arenas relating to reasons for occurrence of sexual violence and many 
aspects of women’s everyday lives that impact upon lifetime survival of sexual violence. Feminist 
approaches ‘highlight the links between gender, power and violence’ (Morley and Macfarlane, 
2008, p. 32) and their significant effects across life. Morley and Macfarlane contend that ‘violence 
against women is … not just a personal experience confined to the private sphere … but a structural 
problem, and consequently a community responsibility, which requires both interpersonal and 
structural responses’ (p. 33). Traditionally feminist services have also concentrated on 
consciousness-raising and education of women about gendered aspects of women’s issues (Kravetz 
and Jones, 1991, p. 235).         
 
A number of themes traditionally espoused by feminists apply equally to older survivors’ lives, 
despite the dearth of feminist literature incorporating both ageing and sexual victimization (Browne, 
1998, p. xix; Arber and Ginn, 1991, p. 17).  ‘The personal is political’, an adage adopted by early 
feminists, draws attention to the fact that, whatever the life stage, individual oppression, inequality, 
powerlessness, and dependency emanate from societal and political roots (Healy, 2005, p. 177; 
Vinton, 1999, p. 95).  Feminist counsellors regard abuse not as evidence of individual pathology but 
recognise ‘the strengths and resilience of survivors, as well as their challenges and struggles’ (Dietz, 
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2000, p. 377).  Recognition of these characteristics is crucial to transformational therapy with 
sexual violence survivors (Kamsler, 1998, p. 57).   
 
A hallmark of feminist counselling is the high priority given to maintaining egalitarian relationships 
(Healy, 2005, p. 177) that regard women as experts on their own problems (Dietz, 2000, p. 318; 
Kamsler, 1998, p. 65) and as authoritative and valuable sources of knowledge.  Power is shared and 
therapy demystified through emphasising ‘mutuality, collaboration, and respect’ (Dietz, 2000, p. 
377). Herman advocates that power relations be transparent in counselling in the interests of 
decreasing clients’ feelings of powerlessness (1992, p. 134) and surrendering maximum control to 
them, in recognition of the fact that sexual victimization intrinsically embodies abuse of power over 
women (p. 135).  
 
A proportion of feminist counsellors choose not to practice psychodynamic therapy for a number of 
reasons. Their critiques portray assertions of psychodynamic therapy as assuming individual 
pathology (McLellan, 1995, p. 133) while neglecting to identify the role of societal structures in 
women’s oppression (McLellan, 1995, p. xiii). While this is not true of all psychotherapy, some 
radical feminists eschew therapy altogether, maintaining that sharing experiences and receiving 
empathic supportive responses from an egalitarian stance (McLellan, 1995, p. 138) is sufficient.  
Nevertheless, McLellan issues this warning: 
‘If the feminist movement turns its back on therapy altogether, then, we would simply be 
delivering women, at the height of their vulnerability, into the hands of mainstream, non-
feminist therapists whose attitudes to women most often match those that exist in society at 
large’ (1995, p. 27). 
 
Such views recognise the reality of many women’s lives within the structures of current society 
without acknowledging the high incidence of mental health issues related to sexual violence 
(VicHealth, 2004, p. 25) which require therapeutic responses in addition to providing ongoing 
support.  Practice wisdom dictates acknowledgement of this aspect of vulnerable older women’s 
lives.  Evaluations of counselling indicate that issues related to unresolved trauma over long time 
periods (Schumm et al, 2006, p. 833) are assisted by supportive responses within social or 
professional contexts.   
 
Feminist practice frequently incorporates therapeutic group work, particularly valuable for older 
women (Duncan and Gibson, 2010, pp. 22, 27), many of whom are not particularly familiar with 
psychological concepts and language.  Therapeutic Survivors’ Support Groups, commonly offered 
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by specialist sexual violence counselling agencies, are advocated for their supportive and educative 
focus (Yassen and Glass, 1984, p. 244, 245).  The benefits of this type of group work include 
‘improved self-esteem; improved abuse awareness; fostered feelings of personal growth; enhanced 
coping ability; and decreased isolation’ (Brandl et al, 2003, p. 1493). Older women assist each other 
in coping with issues that arise and validate each other’s feelings and experiences, thus building 
social connections between members (Knight, 2006, p. 23).  Herman summarises the benefits of 
group work for sexual violence survivors affected by trauma: 
 ‘The solidarity of a group provides the strongest protection against terror and despair, and 
the strongest antidote to traumatic experience.  Trauma isolates; the group re-creates a sense 
of belonging. Trauma shames and traumatizes; the group bears witness and affirms.  Trauma 
degrades the victim; the group exalts her. Trauma dehumanizes the victim; the group 
restores her humanity’ (1992, p. 214). 
Older participants are empowered through such groups providing feelings of mutuality and support 
(Aspnes and Lynch, 2007, p. 343).        
 
Although some feminist therapists are not familiar with issues related to ageing, their understanding 
of women’s contexts in a patriarchal society informs practice with this group.  However, it is vital 
for them to become informed about ageing to be able to meet older clients’ needs.  It is contended 
that feminist counselling closely meets the needs of a group that has been oppressed on both an 
individual and societal level, due to its utility in addressing realistic scenarios for older sexual 
violence survivors.   
  
6b Trauma-informed counselling 
From extensive searches of the geriatric clinical literature little mention of aspects of trauma-
informed responses for female sexual violence survivors in late life (Cook et al, 2011, p. 1078, 
1079) were found.  It is contended that trauma-informed responses for older survivors must differ 
from traditional psychotherapeutic models. Because of the scarcity of literature providing direct 
comment about counselling with ageing sexual violence survivors, observations noted as applicable 
to war and Holocaust survival are generalised to the research group because of the similarities noted 
between these groups (Herman, 1992, p. 3).   
 
Critical aspects of addressing unresolved trauma effects in late life include recognition of a number 
of points. They include the cumulative nature of trauma over time (Kahana and Kahana, 1998, p. 
15; Folette et al, 1996, p. 33), such as occurs with repeat victimization (Follette, Polusny, Bechtle 
and Naugle, 1996, p. 33), the complexity of conditions in the aftermath of sexual violence over time 
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(Briere, Kaltman and Green, 2008, p. 225), and the possible chronicity of effects reported by older 
sexual violence survivors (Herman, 1992, p. 86). All these factors must be considered if trauma-
informed responses are to address the adverse impacts for older survivors.   
 
Recommendations for counselling older traumatized survivors include a number of beneficial 
therapeutic elements. McCulloch recommends a number of areas with which counsellors must be 
familiar in order to provide effective counselling for this group:  
‘Essentials of the training are the family and social contexts in which abuse takes place, the 
nature of trauma, the processes of denial, the storage, repression, triggering, retrieval, and 
processing of traumatic memory, and the ongoing consultation and development of practical 
skills in working with older adult survivors of abuse’ (1995). 
According to Danieli, ‘Integration through awareness and containment must be established so that 
one’s sense of continuity, belongingness, and rootedness are restored’ (1995, p. 15). Hunt et al 
contend that survivors must make links between the past, present and future to enable them to move 
past victimhood to survivorship through understanding the factors that enabled the trauma to affect 
their lives (1997, p. 9).  Examination of lifelong influences assists survivors to recognise the impact 
of revictimization and accumulated trauma effects that have resulted in lack of recovery by late life. 
Aarts and op den Velde advocate that survivors mourn the losses of old age in conjunction with 
existing losses related to victimization (1996, p. 373).  An understanding of these processes assists 
them to come to terms with their experiences and allows recovery to commence. 
 
Several elements must be considered in formulating suitable counselling approaches for sufferers of 
accumulated trauma.  Understanding cumulative trauma (Kahana and Kahana, 1998; Follette et al, 
1996) that becomes chronic and entrenched across life subsequent to victimization (Arata, 1999, p. 
50, 51; Herman, 1992, pp. 86 – 95) may have ramifications for addressing the complex counselling 
needs of older survivors (Briere et al, 2008, p. 225). Follette et al (1996) suggest a rationale for this:  
‘Exposure to multiple types of trauma experiences may affect a client’s rate of recovery 
from subsequent traumatic events. In addition, multiple trauma experiences may impact both 
the nature of current presenting problems and the efficacy of future treatment’ (p. 33).   
A significant aspect of counselling lies in close examination of clients’ revictimization experiences 
and assessing risks of recurrence of sexual violence (Follette et al, 1996, p. 33). For sufferers of 
cumulative trauma, the rate of recovery from subsequent traumatic events is affected by both the 
presenting issues and potential effectiveness of future therapy (Follette et al, 1996, p. 33).  Because 
revictimisation is such a high probability for many sexual violence survivors (Classen et al, 2005, p. 
112; Fleming et al, Mullen, 1999), exploring the ramifications of cumulative trauma with clients is 
vital (Follette et al, 1996, p. 33).   
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Post-traumatic stress is a particularly salient area to examine in counselling with older female 
sexual violence survivors because it may reflect cumulative trauma-related experiences across the 
entire lifetime, returning to impact in old age (Yehuda et al, 1995, p. 1817). Schumm et al provide a 
reminder that:  
‘…   an understanding of the interwoven nature of trauma across developmental stages is 
important in shaping the way in which PTSD is understood and how treatment is 
approached’ (2006, p. 834).  
 PTSD approaches incorporate exploration of psychological, emotional and cognitive responses to 
the initial trauma, aimed at reshaping negative attributions and integrating fragmented memories 
(Yehuda et al, 1995, p. 1817). 
  
The mental health counselling literature contributes much that is useful in counselling older sexual 
violence survivors with mental health diagnoses.  Counsellors working with older survivors require 
knowledge of ways that trauma and mental health impacts may interrelate through multiple 
psychiatric diagnoses (Creamer, Burgess and McFarlane, 2001, p. 1238).  Harvey and Harney 
suggest that: 
‘All too commonly, standard medical and psychiatric treatments fail because the underlying 
posttraumatic stress disorder is neither recognized nor treated. When a correct assessment is 
made, however, and the emotional impact of chronic exposure to violence is recognized, the 
recovery prognosis of patients … is quite positive’ (1997, pp. 35, 38). 
 
More complex symptoms of borderline personality disorder such as deliberate self-harming, seen in 
a significant proportion of sexual violence survivors (Rothschild, 2011, p. 75; Brodsky and Stanley, 
2002, p. 347), may require more sophisticated therapies such as Dialectical Behavioural Therapy 
(DBT) (Linehan, 1993). This therapy aims to teach ‘effective mindfulness, affect regulation, and 
increasing tolerance for distress’ (Rothschild, 2011, p. 75; Drauker and Martsoff, 2006, p. 144), 
promoting increased interpersonal effectiveness skills (Brodsky and Stanley, 2002, p. 351).   
  
A number of authors discuss effective ways to work with trauma in older clients (Hunt et al, 1997; 
Schreuder, 1997; Aarts and op den Velde, 1996; and Yehuda et al, 1995), which may differ from 
this type of therapy with younger clients. They suggest that initial therapy involve reconstruction of 
traumatising events (Schreuder, 1997, pp. 27, 28) in the context of the entire lifetime, which enables 
survivors to understand its effects on their lives as a whole (Hunt et al, 1997, p. 9).  Formulating 
individual meaning for trauma is aimed at reducing distress as survivors regain a sense of control 
over their lives (Aarts and op den Velde, 1996, p. 370).  ‘Active and controlled remembrance of 
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traumatic events’ is advocated by Aarts and op den Velde as more likely to lead to successful 
trauma recovery (1996, p. 372).  A slower pace of counselling is also indicated when working with 
ageing trauma survivors (Weintraub and Ruskin, 1999, p. 144).     
 
In summary, many older survivors reach old age without achieving recovery from the impacts of 
earlier sexual violence. Specialist sexual violence counselling is frequently not accessed by older 
survivors for a range of reasons as discussed previously. Traditional brief therapy approaches for 
older people in generalist counselling and aged care services may fail to adequately address 
complex and accumulated needs because older survivors may not associate sexual violence with 
mental health or trauma. In light of the fact that many sexual violence survivors are victimised 
repeatedly, it is suggested that trauma approaches offer specialised perspectives and treatments that 
merit consideration for their efficacy with entrenched issues, as well as hope for survivors’ ability to 
handle the combination of unresolved trauma and new challenges presented by the ageing process.   
 
The continued attendance of survivors of sexual violence for counselling late in life may indicate 
difficulty in recovering completely from the trauma impacts of earlier experiences. Thus, feminist 
counselling approaches that acknowledge the reality of older women’s lives during ageing, 
incorporating an understanding of techniques used to treat trauma, may well offer a tailored 
response to this under-serviced group. Such responses also offer understanding of the forces that lie 
behind such experiences through consideration of structurally-based issues.  
 
An additional barrier to attendance at specialised sexual violence services lies in issues related to 
organisational structures and arrangements for clients.  These aspects are discussed in the final 
‘Implications’ chapter.  
 
Conclusion  
Few research studies centring on sexual violence in particular appear to have been conducted to 
inform the needs of older survivors.  Limited research exists on the experience and expectations of 
older women survivors in counselling; however, conclusions can be drawn about the types of 
counselling and counsellor characteristics that are most likely to be helpful to this group of women.   
     
Older survivors appear to appreciate counselling where the focus is on sexual violence, since many 
do not appear to have been able to access such services in the past.  Many referring professionals in 
the past did not appear to have in-depth knowledge about the impacts of sexual violence. Increased 
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publicising of specialist sexual violence services to the public and with other professionals would be 
helpful, as would provision of expanded services in rural areas. Consciousness-raising about this 
issue would facilitate easier location of therapeutic services, allowing women to access the type of 
assistance that best suits their needs. Recognition of unresolved trauma over time is especially 
relevant to helping resolve this issue. 
 
In order to enable facilitation of recovery for older survivors, counselling would ideally possess the 
following characteristics.  Normalisation of this issue with older age groups is vital, as women of 
this generation tend to be stoic and suppress old memories in order to cope with the aftermath of 
sexual violence across the lifetime. Feeling comfortable in the therapeutic relationship facilitates 
older women’s disclosure of such events to counsellors, to release stored tension.  Allowing women 
to choose the mode of counselling, whether brief or longer-term, is important in helping them 
overcome the sometimes overwhelming aspects of sexual violence survival.     
 
Attributes of counsellors particularly appreciated by older survivors mirror the tenets of feminist 
perspectives, as previously discussed. Older women appreciate being confident in counsellors’ 
knowledge of the life circumstances of older cohorts.  Having a range of professional skills is 
important in detecting possible past victimization. A counsellor’s dedication to empowerment of 
older women and maintenance of egalitarian attitudes that regard older survivors as experts in their 
own lives are particularly appreciated in assisting to normalise this issue with older women.  Many 
older women appreciate a counsellor closer to their own age because of the higher likelihood of 
their understanding the norms of earlier generations that led to older women’s victimization and the 
silence surrounding this topic.  Choice of counsellor gender is important where possible so that they 
will feel more comfortable speaking about such a sensitive topic. 
 
In conclusion, sexual violence has been a topic shrouded in secrecy until recent times (Beaulaurier 
et al, 2005, p. 67), with many older survivors attending many series of counselling without 
discussing the core issue beneath their failure to achieve recovery: sexual violence across the 
lifetime (Herman, 1992, p. 119).  It is contended that the reason for this may be lack of appreciation 
of the influence of patriarchal societal structures that impact on vulnerable groups such as 
victimized women, thus missing the link between older women’s failure to thrive as a result of 
counselling that lacks a gendered and structural analysis.  Counselling for older sexual violence 
survivors and their related trauma has not been provided as a specialist service; however, such 
provision would improve responses to older female sexual violence survivors as they face the 
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potential challenges of old age.  In the absence of such services a higher degree of collaboration 
between services that are already provided (McFerran, 2009, p. 8) would enable swifter resolution 
of outstanding issues for this underserviced group.   
 
The methodology applicable to this study and methods employed are discussed in the following 
chapter.  The subsequent findings chapters assist in identifying factors that research participants 
report as important to their personal experiences of sexual violence, ageing in the presence of 
related outstanding issues, and the types of therapeutic responses they have found most suitable in 
resolving long-term issues.  With identification of counselling approaches most suited to the needs 
of this group, it may be possible to provide guidance so that these women may face ageing with a 
greater sense of confidence and ability to manage their lives. 
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Chapter 5 
Methodology and Methods 
 
This chapter discusses the rationale for the chosen research methodology and methods and provides 
a conceptualisation of the research topics.  Recruitment and sampling methods and theoretical 
influences are discussed, and the reasons for choosing the methods employed in this study.  The 
theoretical approach that guides the research, social constructionism, is viewed through a feminist 
lens, with the research carried out in a narrative styled manner, as is suited to both the topics and 
participants in this study. The methodology is discussed in Part 1, followed by the methods 
employed in Part 2.  
  
PART 1 METHODOLOGICAL APPROACH TO THE STUDY 
This research emanated from the researcher’s feminist practice as a sexual assault counsellor 
(Reinharz, 1992, p. 260), which suggested that the impacts of sexual assault on the lives of ageing 
women might differ from those of women of other ages.  Observations suggested that some older 
survivors suffered extensively across the lifetime while others appeared to weather their experiences 
more positively. Individual circumstances translated into differing needs in counselling, on a 
continuum of need from only a few sessions in which to ventilate, share their ‘secret’, and have 
confirmed that their experiences aligned with the experiences of women of other ages suffering 
similar sexual violence, to continuing assistance over time. The concepts of vulnerability and 
resilience formed as a possibility in explaining such differences. Exactly how the experiences of 
ageing women differed both as sexual violence survivors and counselling clients was unclear, 
therefore exploratory research was considered most appropriate (Alston and Bowles, 1998, p. 34).  
The aim was to discover and formulate counselling approaches best suited to the needs of ageing 
survivors that recognised individual experience.   
 
1 Theoretical influences 
A feminist interpretive approach to the development of knowledge on an issue, sexual violence, that 
is specifically gendered, was deemed most suitable; thus, women’s subjective social constructions 
about their life are viewed through a feminist lens to guide this research. A narrative inspired 
interview process honours women’s ways of relating individual experiences through storytelling.  
Justification for the use of this combination of theoretical perspectives in the research follows, and 
it aims at achieving a balanced view of participants’ lives as they age while highlighting 
experiences of oppression as women.     
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Social constructionism promotes investigation into how individuals construct and are constructed 
by their social context (Gergen, 1985, p. 266) and the subjective meaning they attribute to their 
experiences which affects self-identity (Gubrium and Holstein, 1999, p. 287, 292). A social 
constructionist viewpoint purports that ‘truth and reality are not discovered but socially constructed 
and perpetuated as forms of power’ (Ray, 1996, p. 676), which is intrinsic to analyses of feminine 
experiences, especially those related to sexual violence, a theme that illustrates women’s oppressed 
and subjugated socialised roles in a society dominated by male-dominated institutional structures.  
This theory is compatible with the structural aspects of feminist ideology (Gergen, 1985, p. 272) 
through consideration of ways that feminine experience is socially constructed in a gendered world. 
In common with the tenets of feminism, women’s subjective meanings attributed to experience are 
also explored through social constructionism, in this study incorporating ageing as an overlying 
facet of oppressive female experience due to one dominant experience, sexual violence. 
 
Elements of resilience and vulnerability and trauma theory are also utilised in this thesis. In an 
exploratory study these psychological theories may appear incompatible with social 
constructionism; yet they provide illumination on aspects of women’s lives that are not only 
socially constructed by the women but are also imposed upon them by the structures of society.  In 
describing some of the external influences on women’s lives through their personal experiences 
they allow further dimensions of both personal and structural experience, both of which are 
examined by feminist theory, to be examined for their influence on recovery from the effects of 
sexual violence on their lives.   
 
Trauma theory provides explanations for elements of women’s experience while living with the 
aftermath of sexual violence. Although trauma is not a universal experience for all victims of sexual 
violence, it may continue to be present for many years following the event or events (Herman, 
1992, pp. 47, 48), and is highly likely to apply to experiences of revictimisation across the lifetime 
(Classen et al, 2005, p. 112; Fleming et al, Mullen, 1999), common in this group.  Herman defines 
psychological trauma as:  
‘…. an affliction of the powerless.  At the moment of trauma, the victim is rendered helpless 
by overwhelming force. … Traumatic events overwhelm the ordinary systems of care that 
give people a sense of control, connection, and meaning’ (1992, p. 33).  
By applying the elements above to older survivors’ lives, it is possible to decipher likely effects on 
these women across their lifetimes and into old age. It is highly appropriate to suggest that this older 
group of female sexual violence survivors may be affected in this way because the natural process 
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of ageing embodies elements of ‘control, connection and meaning’ described by Herman. Although 
very little has been written about the experiences of older sexual violence survivors, a great deal of 
knowledge about trauma has been accumulated by studying the experiences of trauma survivors of 
combat and other war atrocities such as the Holocaust, particularly how they fare in old age.  It is 
this body of research that guides exploration to assist with understanding of the research group’s 
experiences. 
    
Feminism has traditionally ignored ageing as an issue (Browne, 1998, p. 230) and mostly fails to 
analyse differences according to this feature.  Feminist theory as a guide in this research is 
nevertheless relevant due to its emphasis on both the individual and structural levels of multiple 
oppressions in a patriarchal society that may be experienced by women across life (Collins, 1986, p. 
214, 215; Browne, 1998, 230). Since the research aims to discover ways that services for this group 
of women may be provided by governments to sufficiently meet their needs, the political aims of 
feminism eminently suit this research.  There is no one feminist theory, rather, various versions of 
feminism that were explored to discover how each was suited to this study.  
 
Feminism comments on both the individual and structural aspects of women’s lives (McNay, 1992, 
p. 51).  Several strands of feminism analyse oppressive life experiences, including the standpoints 
and characteristics that differentiate women within categories. Viewpoints on women’s lives 
include multicultural or diversity feminism (Browne, 1998, p. 73) and Black feminism (Browne, 
1998, p. 75), in addition to early influences on feminism such as liberal, radical and socialist 
perspectives. Postmodern, poststructural and feminist intersectionality theories were also examined 
for their applicability to this study. The ethnic backgrounds of participants, all of which were 
Anglo-Australian, did not warrant using multicultural or Black feminism.  
 
The emphasis of liberal feminism is on both equality of opportunity between women and men 
mostly in the public realm and belief in achieving individual freedom of choice (Nes and Iadicola, 
1989, p. 12), while maintaining gender neutrality in considering inequality which stems from 
sexism. It does not comment as extensively on oppression as other types of feminism. As the 
participants as a group displayed multiple manifestations of oppression across the lifetime while 
mostly fulfilling traditional roles in the home or experiencing restricted working lives as befitted 
their circumstances at the time, it does not appear that liberal feminism is highly applicable to their 
experiences.   
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Radical feminism focuses on patriarchy at the base of women’s problems (Browne, 1998, p. 120).  
It draws attention to issues such as violence against women in both the private and public spheres 
and women’s rights to a lifestyle of their own choice (Browne, 1998, p. 120). It has been 
characterised as ‘women-centred’ (Berg, 2003, p. 59; Browne, 1998, p. 120) in its emphasis on 
maintaining lives completely separate from a male-dominated society (Browne, 1998, p. 103) or 
through a lesbian orientation. The interest of radical feminism is on oppression within the family 
which functions to maintain, support and enhance patriarchy as a predominant social system (Berg, 
2002, p. 59) disadvantaging women.  Most participants were highly involved in family life and 
experienced oppression within that system (Nes and Iadicola, 1989, p. 14) while fulfilling 
traditional roles within marriage. Radical feminists maintain a focus on ‘consciousness-raising … 
and the mobilization of women toward political activism’ (Berg, 2002, p. 60).  
 
Socialist feminism centres on perceived links between capitalist and patriarchal structures and 
institutions (George and Wilding, 1994, p. 132) that subjugate and restrict the lives of women 
within traditional societal class norms, expressed through multiple forms of oppression such as 
racism, sexism and ageism (Berg, 2002, p. 65; Browne, 1998, p. 111, 113).  Socialist feminism 
perceives ‘patriarchy [as] more rooted in economics than psychology and domination’ (Browne, 
1998, p. 111). Socialist feminists focus on raising political awareness about issues related to 
women’s oppression and highlight collective social action as a means of expressing the adage ‘the 
personal is political’.  
 
Although these three forms of feminist thought traditionally comprise feminism, none by 
themselves supply a particular focus on the issues of ageing sexual violence survivors. Liberal 
feminism misses analysis of the predominance of older women’s lives in the domestic sphere, 
particularly when affected over long periods by violence.  Radical feminists champion issues such 
as violence against women (George and Wilding, 1994, p. 133) as prime examples of oppression 
through patriarchy.  However, their focus on separatism (Agger, 1994, p. 109) does not align with 
life as reported by these participants in this study. Socialist feminists highlight aspects of class, race 
and age (Berg, 2002, p. 65) relevant to this study.  The most pertinent aspect of socialist feminism is 
the call to political action on issues such as sexual violence, fitting the political aims of this study.  
 
Feminist gerontology has begun to explore issues related to ageing, but very little gerontological 
literature appears about women’s sexual violence experiences across the lifetime. Therefore, little 
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guidance was obtained through researching feminist gerontology on the application of feminist 
theory to studying ageing in the context of sexual violence. 
 
Contemporary theorists extend the diversity inherent in the above versions of feminism through 
postmodern feminist theory, which was also explored for its relevance to this study.  
Postmodernism deconstructs individual experience to allow a multiplicity of viewpoints and 
descriptions of experience (Yeatman, 1994, p. 18). Postmodern feminism emphasises ‘a 
commitment to plurality and the tolerance of difference’ (Allen and Baber, 1992, p. 4). In 
deconstructing women’s different realities they question ‘constructions of truth, knowledge, power 
and gender relations that are often taken for granted’ (Allen and Baber, 1992, p. 4).  Postmodern 
feminism seeks not to privilege any one standpoint about the reality of feminine disadvantage 
(Allen and Baber, 1992, p. 4).   
 
On the surface postmodern feminism appears relevant in that this group’s experiences across life are 
diverse and highly individual. Critics of postmodern feminism, however, cite the possibility that the 
political aims of feminism are lost (Di Stefano, 1990, p. 63) and existing solidarity between 
researcher and participant delegitimised through deconstructing oppression experienced by women 
(Allen and Baber, 1992, pp. 5, 7). The interest of postmodernism in ‘opposing practices based on 
fixed identities, such as the idea that people can or should form collective actions around a common 
identity’ (Healy, 2005, p. 196) may undermine a major interest of feminism in working collectively 
to bring about individual empowerment and structural and political change (Allen and Baber, 1992, 
p. 5).  Since the research aims to achieve the political aims of specific therapeutic service provision 
for older women and policy tailored to their needs (Allen and Baber (1992, p. 10), it is important to 
preserve the political intent in analysis of the findings through maintaining interest in both the 
individual and structural aspects of feminist methodologies, as espoused through traditional types of 
feminist theory discussed earlier. It is vital that analysis does not diminish recognition of 
commonalities that unite women in experiences of oppression. It is also imperative that analysis 
does not become so complex that the political message embodied in the findings is lost.  
 
As an early variant of feminist intersectionality theory, the concept of double or triple jeopardy 
applying to older abused women describes their experiences when faced with several sources of 
oppression (Penhale and Kingston, 1995, pp. 238 – 239). It holds merit in that participants’ stories 
identify multiple markers of marginalisation, oppression, inequality, and difference in relation to 
their experiences of sexual violence across long periods of time. Age is rarely conceptualised as a 
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feature of diversity among women (Krekula, 2007, p. 156), despite the fact that abuse of power, 
central to feminist theory, could rarely be better illustrated as a feature of life than through 
discussion of age.  This theory remains underdeveloped in analysis of life in old age.    
 
The use of feminist intersectionality theory was considered, since it analyses multiple aspects of 
feminine experience (Yeatman, 1994, p. 18).  Collins describes this theory thus: 
‘Rather than examining gender, race, class, and nation as distinctive hierarchies, 
intersectionality examines how they mutually construct one another’ (1998, p. 62). 
Its aim is to arrive at a non-essentialist self-representation of marginalised women that recognises 
‘the impossibility of comprehensive representation on the basis of any identity formation that is not 
exclusionary’ (Lutz, Vivar and Supik, 2011, p. 4). As an approach centred on plurality of 
experience and merging of multiple markers of difference, it explicates awareness that the 
experiences of women are shaped not just by gender but also by other social categories (Lutz et al, 
2011, p. 8).  Intersectional perspectives address ‘the complexity of individual social positions which 
can … never be reduced to just one aspect’ (Villa, 2011, p. 174). 
 
Commentators on intersectionality theory present critiques of its use in research. Intersectionality 
theory is often assumed to apply simply to gender, class and race (Yuval-Davis, 2006, p. 201), with 
only gender relevant to this study. Although Lykke believes that intersectional analysis 
 ‘… facilitates the comparison of differences and similarities of related political, theoretical 
and analytical endeavours and can provide fertile soil for an analytical sophistication that 
can strengthen political solidarity and action’ (p. 209), 
she warns that the power of intersectional analysis to critically examine women’s lives may be 
reduced in an endeavour to include too large a number of expressions of oppression in the analysis 
(p. 210).  She asks whether intersectional analysis creates more problems than it solves in that it 
requires subjective choices of the categories of oppression it explores, thus facing the possibility of 
missing those important to the research group (2011, p. 207).  
 
In practical terms, if applying this theory to the findings of an exploratory study, the level of 
diversity in characteristics and experiences of the sample group would result in too complex a level 
of analysis. When such analysis becomes too extensive to yield a number of succinct themes, as 
exploratory research aims to do, it may prevent the researcher from drawing meaningful 
conclusions from the data, and may result in a diverse and fragmented reporting of participants’ 
lives, without being able to add significantly to empirical knowledge in this area. It is also 
imperative that the political aims of this research are not lost in a maze of analysis of intersecting 
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oppressions that differ markedly when considered across the sample, lest the strength of its 
conclusions are diluted (Bordo, 19990, p. 139).  
 
In contrast to including many types of oppression in an analytical matrix of disadvantage, the study 
delineates ways that one dominant experience, that of being a sexual violence survivor, influences 
life experience in old age. As applied research, the purpose of this study is to highlight application 
of the findings to practice with sexual violence survivors in counselling. Use of any type of 
postmodern analysis where deconstruction of categories is paramount in demonstrating difference 
would appear to be incompatible with political aims.  Hence the use of postmodern or post-
structuralist feminist theory, including intersectionality theory, has been rejected for this study.    
 
Aspects of the original liberal, radical and socialist feminisms align with the themes of oppression 
and disadvantage that contribute theory to analysis of older women’s lives, even if they do not focus 
exclusively on the circumstances experienced by women due to age, especially in the context of 
sexual violence. Feminist gerontology appears to offer little in analysis of older women’s 
oppression through sexual violence.  Postmodern or poststructuralist feminism was not found to be 
useful in terms of political analysis aiming to lead to policy change, and intersectionality theory 
provides too high a level of diversity to be practically useful for the political purpose of the 
research.  Browne recommends considering the oppression of older women through considering 
their lives through a feminist life span perspective (Browne, 1998, p. 109).  Elements of such a 
perspective are echoed in the exploration of the lives of participants in this study which maintains 
an interest in political intentions inherent in the more traditional versions of feminism.     
 
The narrative approach utilised in this study facilitates making sense of and constructing life 
experience through the process of storytelling (Chase, 1995, p. 22; Gubrium and Holstein, 1999, p. 
303), demonstrating changes over time in response to life events (Fook, 2002, pp. 133 – 135). The 
assumption behind use of a narrative inspired method is that people perceive and act on the basis of 
their life stories (Kenyon et al, 1999, pp. 40, 41). Using a conversational format (Dominelli, 2002, 
p. 13) to encourage participants to lead discussion as much as possible (Acker et al, 1983, p. 427), 
this approach provides a suitable method of discovering the experiences of ‘silenced women’ 
(Letherby, 2003, p. 89), thus allowing participants’ words to be the focus (Bryman, 2001, p. 286; 
Kenyon et al, 1999, p. 54).  A hallmark of narrative methodologies is the production of rich data on 
a specific topic, aimed at illustrating complexity and producing nuanced findings in the data.   
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Power and its distribution in society are also significant concepts within narrative methodology, in 
agreeance with the emphases of social constructionism seen through the lens of feminism. 
Freedman and Combs explain that even the most marginalized and disempowered possess ‘lived 
experience’ outside the dominant stories in society (1996, pp. 39, 40). For a group such as older 
sexual violence survivors, empowerment through the telling of their story is a worthy aim enshrined 
in feminist research methods. 
 
Many quantitative studies comment on aspects of sexual assault experiences and counselling, 
although few specifically feature sexual violence in this age group. The qualitative methodology 
used in this study recognises the aspects of life experience that offer empowerment possibilities for 
participants in being able to share their story around a theme (Mears, 2003, p. 1488).   
      
2 Feminist research methodology 
The research reflects feminist methodology through exploring ageing as an overlying facet of 
oppressive female experience due to one dominant experience: sexual violence. To elicit as full a 
picture as possible of such a broad-ranging topic as participants’ life stories around this theme, 
qualitative research with a semi-structured narrative interviewing style was employed, guided 
loosely by an interview guide (Minichiello, Aroni, Timewell and Alexander, 1995, p. 82) to elicit 
women’s reports about their own lives in relation to sexual violence.  Qualitative feminist research 
explores the individual meaning for women’s life experiences from their own standpoint (Maynard, 
1994, p. 19) and legitimises their experiences (p. 23).  A common goal is enhancing recognition of 
justification for exploring gender as it affects all aspects of women’s lives (Maynard, 1994, p. 15).   
 
Despite being somewhat limited in embodying some of its principles due to the time constraints of 
undertaking university assessment through reporting of the study, embodying the tenets of feminist 
research as described by Dominelli are strived for in this study, as follows: 
‘Engaging with women for the purposes of building knowledge rooted in women’s practices 
is an interactive participatory process in which: power imbalances are brought out into the 
open, scrutinised and equalised as far as possible; the active construction of stories through 
the processes of listening and interpreting their significance is acknowledged; and the 
commitment to using research to improve women’s well-being is actively pursued’ (p. 2002, 
13).  
 
Processes were followed to ensure as much participation by the women as possible. A full process 
of participative research may involve numerous meetings between researcher and participants to 
gain input into decision making on findings and their reporting.  Although these tasks were not 
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shared in this study, as full participation as possible was aimed for in other ways: by inviting 
participants to tell their life stories (Reinharz, 1992), asking them to help identify themes, and 
receiving their comments on the processes of research used.  
 
With consultation in mind, research processes included three interviews providing generous 
amounts of time for consultation, to allow these older women, who were mostly unused to speaking 
extensively about issues important to their lives, to openly express their views. The period of time 
during which interviewing continued was lengthy in order to accommodate individual contributions 
to the maximum extent possible.   
 
The discovery of older survivors’ lived experience and its meaning related to sexual violence is the 
aim of this research, along with the influence of counselling on their entire life histories.  Freedman 
and Combs believe that ‘the dominant narratives in … society disempower large numbers of people 
by excluding them from … particular areas of discourse’ (1996, p. 38).  However, even the most 
marginalized and disempowered possess ‘lived experience’ outside these dominant stories (1996, p. 
39, 40).  For such a group empowerment through storytelling is a worthy aim.   
 
3 Conceptual Framework 
Three main areas comprise the conceptual framework: sexual violence, which includes recovery 
factors; ageing; and counselling, which incorporates organisational issues impinging upon 
individual ability to access suitable therapy.  The components of trauma evident in older survivors’ 
lives are also explored, due to the fact that trauma impacts in late life may be demonstrated 
differently than in earlier life and are a distinct and influential possibility for this group.  It is 
suggested that one of the most significant points of differentiation in the stories of this group from 
those of other women with sexual violence experiences is the long time periods elapsing across life 
during which changing social attitudes and access to therapeutic services influenced outcomes by 
old age and highlighted widely differing individual experiences related to sexual violence. The three 
main areas of conceptualisation are discussed in more detail below.   
 
3a  Sexual violence issues 
Commentary in the area of sexual violence highlights links between sexual assault or abuse and 
subsequent long-lasting physical, emotional, and psychological effects in victims (Webster, 2004, p. 
12, 20, 21, 23; Mears, 2003, p. 1482; Cook et al, 2001, p. 28).  In this study, aspects of sexual 
violence experience are explored for their effects that continue to impact on older survivors.   
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A number of possibilities for survivors are explored for their effects on recovery.  These include 
whether inability to resolve issues related to sexual violence meant higher vulnerability to new 
occurrences of sexual violence (Olle, 2005, p. 35).  This in turn may link to a higher likelihood of 
developing mental health problems (Yehuda et al, 1995, p. 1817) identified as common in sexual 
violence survivors (Polusny and Follette, 1995, p. 158).  The possible effects of such impacts are 
explored for their relevance to participants’ lives.    
 
Also related to the ability to recover is the family background of survivors, especially relevant due 
to its relationship to how sexual violence is experienced in childhood and to personal levels of 
resilience that may continue to enhance survival across the lifetime.  Experiencing violation in 
childhood may predispose adult survivors of childhood abuse to higher levels of vulnerability to 
subsequent violence (Alexander and Lupfer, 1987, p. 242).  This study explores participants’ family 
backgrounds for links between such histories and the possible long-term impacts of sexual abuse. 
 
The influence of resilience and vulnerability factors adds another dimension in exploration.  
Resilience and vulnerability form opposing extremes on a continuum of possible experience applied 
to aspects of participants’ lives. Through exploring indicators of vulnerability and resilience in 
survivors’ life stories, possibilities may emerge in assessing women’s chances of recovery. The 
positive value of informal family or community social support networks or professional assistance 
are explored for their potential to produce heightened capacity to recover from the impact of earlier 
sexual violence, along with other positive influences on recovery. 
 
3b Ageing 
Ageing for sexual violence survivors is characterised by a range of features that distinguish this 
period from earlier developmental phases. Some survival factors are more meaningful to older 
survivors.  By exploring the developmental impact of ageing on older survivors it may be possible 
to identify significant influences on ageing while negotiating the trauma of sexual violence, in turn 
revealing the relative importance of these dimensions to assist in identifying the most suitable 
therapeutic approaches to counselling this group.   
 
Aspects of ageing explored include individual perspectives on social, psychological and physical 
change linked to ageing.  These aspects include the declines and losses of ageing and the impact of 
sexual violence across the lifetime, as they relate to survival and recovery.  Possible effects on older 
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survivors’ lives include the benefits of coping strategies and possession of personal attributes 
assisting with survival, including support mechanisms and background factors contributing to 
ability to more successfully negotiate sexual violence impacts by old age.  
   
The dynamics of trauma linked to unresolved sexual violence issues over long passages of time are 
explored for the impact they have on older survivors’ recovery. This assists with understanding the 
influence of resilience and vulnerability on participants’ healing journey in the presence of 
unresolved trauma.  Exploration of participants’ revictimization experiences assists with 
discovering whether or how multiple victimisation impacts on their ageing experience.   
 
It is important to investigate the trauma-related losses of older survivors for their propensity to 
exacerbate recovery, including depleted coping ability over many years of survival (Yehuda et al, 
1995, p. 1817) that interacts with losses particular to ageing.  In late life resurrection of old 
memories and re-experiencing of earlier trauma effects (Bar-Tur and Levy-Schiff, 2000, p. 272) 
may occur, which, if not yet resolved sufficiently, may provide new impacts in late life.  These 
aspects of trauma merit exploration for their potential to affect positive ageing for these 
participants.   
 
The influence of social norms and attitudes of the era in which participants experienced sexual 
violence that continues to affect individual experience in old age is explored.  Since a predominant 
feature of earlier social eras was an emphasis on privacy within the family (Valent, 1995, p. 86), 
older women’s experiences of being silenced (Mears and Sargent, 2002, p. 6) about personal 
matters is explored. This is relevant for its potential impact upon ability to seek timely assistance. 
The impact of attitudes such as ageism and sexism upon the ageing experience, as well as the nature 
of their roles as women across life are also explored.   
 
Survivors’ ability to cope with past experiences of loss may continue to influence experience in late 
life (Gattuso, 2003, p. 176).  Through the above conceptualisations related to current aspects of 
ageing experience, as well as the factors that may have influenced this experience, the nature and 
extent of the impact of sexual violence over time may be discovered, leading to identification of the 
components of suitable counselling approaches.   
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3c Counselling factors 
Participants’ perceptions from their experience of counselling form a vital part of conceptualisation.  
Their history of therapeutic intervention across life is explored for its influence on recovery 
outcomes by old age.  The perceived efficacy of a range of therapies currently used with ageing 
people is explored through participants’ experiences of them.  
  
Aspects of the therapeutic alliance and qualities valued in therapists form part of evaluations of 
counselling experienced, and include counsellors’ interaction styles and attitudes, and personal 
qualities that further development of clients’ skills and change processes. Exploration consists of 
identification of the indicators of valued professional support and understanding, and the relative 
importance of personal counsellor qualities displayed.  
 
Finally, an important area for consideration concerns organisational factors that have impact upon 
provision of counselling to address the needs of older women.  These include access, cost of 
services, knowledge of services by both potential clients and other professionals, and practical 
considerations such as location and organisational policies that shape the services offered.  Of 
particular importance are participants’ opinions about flexibility of service provision to meet their 
age-related needs, and the availability of long-term counselling if needed due to trauma impacts. 
 
Summary 
The theoretical influences in this study rely on a social constructionist approach viewed through a 
feminist lens. Narrative styled interviewing approaches aim to solicit a naturalistic account of 
participants’ lives while negotiating the aftermath of sexual violence experience across life.  A 
variety of concepts describing lifetime aspects of this experience are explored: the nature of sexual 
violence experiences in childhood or adult life, aspects of experience that may exacerbate or 
ameliorate the effects of sexual violence on subsequent recovery, ageing, and their opinions about 
what constitutes helpful counselling or therapy. Exploring inter-connections between sexual 
violence, ageing and counselling responses provides further understanding of this complex topic, to 
point the way to therapeutic approaches best suited to assisting ageing sexual violence survivors 
attempting to make sense of lifetime experiences related to earlier sexual violence.    
 
PART 2 RESEARCH METHODS 
As an exploratory study, sampling criteria were broadly conceptualised with the aim of obtaining 
both a representative sample relating to sexual violence as an older woman, as well as portraying a 
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rich description of experience as posited above in relation to suitable counselling.  Recruitment and 
sampling will first be discussed, followed by data collection, feminist issues in researching, data 
management and analysis, and ethical issues. 
 
2a Recruitment 
Initial recruitment processes included phone calls of enquiry and distribution of printed statements 
of research (Durham, 2002, p. 440; Schoenberg, 2002, p. 134) relating to the proposed research and 
its purposes (see Appendix 1) to a range of community agencies offering counselling to older 
women. Counsellors were encouraged to share this material with women they felt fitted the research 
criteria who might be interested in participation. Agencies approached initially included sexual 
assault counselling services and community health centres where older women were most likely to 
attend currently or recently.  The rationale for this was that many retired older women are more 
likely to attend cost-free counselling services in the government or community sector funded by 
government.  Private for fee services were not approached due to this limitation and the difficulty in 
identifying possible practitioners addressing this issue with this population.   
 
2b Phases of recruitment 
Recruitment was undertaken in three stages, as explained in Table 1: 
Table 1:  Phases of recruitment 
Phase Agencies Approached & Process No. recruited 
Phase 1 Specialised sexual assault counselling agencies – approached 
directly 
Personal recommendation to researcher 
3 women 
1 woman  
Phase 2 Community Health – enquiries made, literature delivered, and 
ethical clearances undergone 
2 women *  
Phase 3 Approximately 100 Flyers and Information Sheets mailed directly 
to aged care, women’s organisations and domestic violence 
services 
4 women * 
 
*NOTE:  2 women later dropped out – recruited in Phases 2 and 3.  
 
Significant delays were experienced during phase 2 while awaiting ethical clearance from bodies 
external to the university.  Recruitment was also affected by the fact that some women identified in 
early approaches to government-based agencies had completed their counselling by the time 
recruitment was re-commenced and were then not available for interviewing.  
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Having experienced initial difficulty in recruiting sufficient women, a more open recruitment 
approach was adopted in Phase 3.  These women volunteered after sighting flyers, but, although 
identifying with the issue, were not currently attending counselling.  These women made direct 
contact with the researcher and most met participation criteria and proved suitable.  It was difficult 
to contact past counsellors to verify some of these women’s suitability in relation to potential 
retraumatisation through interviewing.  In these cases, suitability was judged based both on their 
own opinions about the likelihood of retraumatisation and observations during the orientation 
interview.  Nevertheless, one woman recruited in this manner withdrew after the main interview 
after technical audio problems meant a new interview was required, for which she was not 
available.  The other, recruited in Phase 2, withdrew due to distress upon reading the transcript of 
her interview.  (This will be discussed in the section on ‘Ethical Issues’).  
 
Once an indication of interest was received, the researcher visited the agency and discussed the 
proposed research and described the population being sought.  Orientation interviews were arranged 
with interested women to provide explanations.  This is further discussed in a later section on 
interviewing processes. 
 
2c Limitations on recruitment  
Recruitment was limited by difficulty in accessing women fitting the selection criteria (Darlington 
and Scott, 2002, p. 53).  Low numbers of ageing women attending counselling and identification of 
older women the counsellors felt could participate without retraumatisation was another difficulty. 
Sexual violence was not necessarily a significant issue for all participants at the time that 
counselling took place, and it is difficult to separate sexual assault from the life context in which it 
occurs or isolate it from other concurrent issues for which they may have accessed counselling.  
Participants had sought counselling for a variety of issues, sexual assault being one. This possibly 
limited numbers recruited through generalist counselling agencies, since women in these age 
cohorts may not have highly identified with sexual violence as an individual issue. 
 
It was not foreseen that location of ageing women fitting the selection criteria would be difficult, 
despite extensive enquiries made before the study commenced.  Likely numbers were therefore not 
clear.  Examination of the literature on counselling attendance rates for sexual violence issues was 
not a reliable guide to numbers of older women with this issue.   
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This sample does not purport to represent all ageing women who have sought counselling for sexual 
violence issues.  The purposive sampling method dictated that the characteristics of the sample 
encompassed many of the selection criteria although not necessarily all of them.  One section of this 
population that was not actively recruited were women attending private practitioners, though it 
should be noted that many participants had received private services in the past.  This source of 
recruitment would have required a broader search than was possible within the constraints of time 
and funding.  Undoubtedly many ageing women outside this group of participants had completed 
counselling some years earlier and could therefore not be easily located.  Undoubtedly some 
survivors of sexual abuse or assault managed recovery without professional assistance.    
 
3 Sampling processes  
A purposive sample of women was identified from counselling populations within the southeast 
Queensland region.  Purposive sampling involved seeking participants from within known 
counselling sources to enable location of participants within the range of recruitment criteria 
(Mason, 2003, p. 136).  With exploratory research, numbers of participants are less important than 
accessing the target population to the extent that participants that both highly fit the research criteria 
and those that provide negative instances of the selection criteria are located, so that the scope of the 
research is sufficient to provide a range of relevant data (Mason, 2003, p. 136).  Due to pragmatic 
issues such as time and ability to travel, interactive processes were utilised during interviewing 
(Mason, 2003, p. 138) so that the researcher could ascertain when minimum quotas were filled and 
saturation was achieved in terms of participants fulfilling the research criteria.  This method ensures 
that the sample recruited serves the research purpose.     
 
Participants were sourced with the following criteria in mind:  
 Women who were aged 60 or over and had experienced sexual violence at some time in life; 
 They had attended counselling related to sexual violence, even if it was not the main 
counselling focus; 
 Referring counsellors were confident that speaking about past experiences would not 
retraumatize the women;   
 The experiences they described occurred in community settings rather than in war or the 
like; and 
 The women were capable of informed consent, i.e. those with dementia or intellectual 
disabilities were not invited to participate.   
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Counselling and therapy were loosely defined to allow recruitment of a wide variety of clients.  The 
reason for specifying that they were not survivors of sexual violence during conditions of war 
relates to possible different experiences of trauma, with war and sexual violence likely to reflect 
two distinct types of trauma. It was surmised that participants who had experienced both 
simultaneously or at different times in life were more likely to confuse the effects of either on life 
experiences generally.  Interviewing will relate only to trauma related to earlier sexual violence. 
 
The chosen age criterion embodied the intention to gain a variety of age-based viewpoints, likely to 
vary significantly according to age cohort. No upper age limit was imposed and identification of 
recruits from at least three age cohorts was the aim.  Being over 60 years of age recognises that 
these survivors of sexual violence are highly likely to have experienced repeat victimization during 
their lives (Classen et al, 2005, p. 116; Maker et al, 2001) which further broadens the scope of 
experience reported.  Revictimization is likely to have led to experiencing effects due to unresolved 
trauma over several decades.  Practice knowledge reveals that suffering unresolved trauma may be a 
feature of life for long-term survivors, which may impinge upon therapeutic need likely to differ 
from that of other survivors. 
  
Being a survivor who had attended therapy lent authority to these women’s accounts of therapeutic 
need and the desired components of therapy experienced.  The potential for retraumatisation meant 
that care was taken to rely on therapists’ recommendations about potentially suitable participants. 
The researcher spoke to all referring counsellors to canvass from their clients’ therapeutic histories 
whether those they referred were considered likely to become retraumatized.  Referrals emanated 
mostly from counsellors, although in later recruitment women responded directly to flyers sent to 
women’s and aged care organisations (see Appendix 1).  The research criteria were clearly spelled 
out on flyers, and workers were available to offer further information to prospective volunteers.  
Broadening the recruitment method was not detrimental to sampling, as inclusion of women who 
could describe their progress in counselling as having reached recovery stage was more possible.  
Providing more diversity in the sample only adds to rigour (Mason, 2003, p. 136). 
 
3a Description of the sample 
Participants’ personal demographic information appears in findings Table 2, which shows a variety 
of personal characteristics that will be discussed further following Table 2 overleaf.   
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Table 2:  Personal Demographics Table 
Name Code W1 W2 W3 W4 W5 W7 W8 W9 W10 W12 
Current Age 60 60 60 66 65 70 85 65 70 61 
Marital 
Status 
W MR M D D D WRD D S D 
Education 7/8 7/8 10 12 Uni 6 9 Uni Uni 7/8 
Current 
Location 
R C C R U R U U U U 
Location of 
Assault/s 
C C C C C R U ? C U 
Born 
Australia? 
Y Y Y N Y Y Y N Y Y 
If not, where?    NZ    UK   
 
 
KEY  
Marital Status     M = Married  D = Divorced  Location  U = Urban     
S = Single   W = Widowed                    R = Regional 
R = Remarried        C = Rural 
? = Unknown 
 
3b Age 
The women’s ages ranged from 60 to 85.  The main implication of such a wide span of ages is the 
effect on ability to access counselling services.  The group included seven women in their sixties, 
two in their seventies, and one woman in her eighties, the only member of the ‘old’ older age group.  
The majority of those who had attended specialised counselling for sexual violence issues were in 
their sixties.  Many participants accessed counselling or psychiatric care across their lifetimes, and 
some did not know of specialised sexual violence counselling services until later life.   
 
3c Marital status 
The majority of the sample appeared to follow the usual trends of their era in that all but one 
participant had married and all had had children.  Only one woman had been single all her life but 
had borne two children as a result of date rape as an adult and adopted out the children.  This 
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sample experienced a high rate of relationship breakdown, and divorce had occurred for seven of 
the ten.  Only two were married when interviewed, one to her original partner of over forty years 
and one in her second marriage, both women from rural areas.  Two women were widowed.   
 
3d Education, employment and geographic location 
Educational levels varied, with over half the sample not having matriculated and three only 
completing year six. These low levels of education may have impacted upon individual 
opportunities in life.  Three women achieved a university education, although only one of the three 
directly utilised her higher education in the type of work chosen.  This woman had never married.  
The other two university educated women achieved their degrees in middle age. Limited 
educational opportunities in rural areas may have been contributed to by the fact that school 
attendance was frequently problematic for children who helped work the farm or for those whose 
families moved constantly for the parents to locate work.  Even participants who lived in the city 
during childhood where higher education was more accessible did not experience high education 
levels.  The majority of the sample was in paid employment at some time in life, particularly those 
whose divorce left them to raise children alone.  The aforementioned low educational levels may 
have impacted on individual opportunities in life.   
 
All of the women who spent their childhood in rural areas described lives characterised by poverty, 
deprivation, or itinerant lifestyles that impacted upon opportunities for high levels of education.   
Almost all who reported childhood abuse had experienced it in a rural location, with only one incest 
survivor living in the city as a child.  Perhaps because participants were in retirement at the time of 
the study, little discussion took place about work roles from their younger life, apart from the oldest 
participant who had run a successful small business after the early death of her first husband.   
 
3e Diversity in the sample 
Although this sample was diverse in many respects, such as age, region of birth, and educational 
level, diversity did not include ethnicity. Two participants were born overseas but both originated 
from English-speaking countries, and their reports were remarkably similar to those of Australian-
born participants. The sample did not include Indigenous women or women from a non-English 
speaking background or women with intellectual disability, nor did women who identify as lesbian 
volunteer for the study, as a limitation of recruitment possibilities. The experiences reported by 
participants were Anglocentric and may not be typical of the majority of the aged community.  
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In concluding discussion of demographics, it is noted that the sample is widely diverse in many 
personal characteristics.  It must also be stated that the ability to draw conclusions on the basis of 
particular characteristics is limited in a sample of this size.   
  
4 Data collection 
Data collection proceeded through interviews recorded on cassette tape for later transcription 
(Bryman, 2001, p. 317, 322).  Impressions and insights were documented in memos and a research 
journal after interviewing, which supported on-going categorisation and thematic coding, to ensure 
consistency of analysis across interviews (Gibbs, 2002, p. 84; Fielding and Lee, 1998, p. 104).  
  
4a Interviewing 
Interviewing was undertaken in three stages: 
1. In the orientation interview introductions were made and the study explained, in order to 
assess women’s suitability regarding potential retraumatisation.  (This had already been discussed 
with the referring counsellor prior to the orientation interview).  Guidelines regarding participation 
were thoroughly discussed with volunteers and they were informed about what to expect from 
participation.  For each woman a potential source of professional support was identified, should it 
be needed after interviewing (Darlington and Scott, 2002, p. 71, 72; Durham, 2002, p. 429).  This 
was arranged for all women, even those who had completed their counselling.  
 
2. The main qualitative semi-structured in-depth narrative-styled interview was guided by 
topics from a pre-organised interview schedule (see Appendix 1) based on the literature review and 
conceptual framework developed from it. Discussion based on the interview schedule included 
sexual assault and abuse, other lifetime factors that influenced both earlier and recent life, and 
participants’ perceptions of counselling experiences.  Interviews were held in a location chosen by 
the women, mostly in private homes, although some women preferred the counselling agency they 
usually attended. 
 
3. A third follow-up interview offered the opportunity to present transcripts to the women for 
perusal (Acker, Barry and Esseveld, 1983, p. 428) and receipt of their comments, which would 
inform later analysis. Matters initially discussed were clarified, facilitating participant reflection on 
interview processes and themes, allowing comparison of themes identified by both parties.  The 
third interview was also an opportunity to check on the women’s well-being after initial 
interviewing.  Personal preferences were checked with participants, such as whether they identified 
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passages that they preferred not be included, after reading transcripts.  Because assurances were 
given about the use of pseudonyms in all transcripts, the women did not appear to consider this an 
important issue, and only one woman contacted the researcher later to correct some details she felt 
were inaccurate. Evaluations of the experience of completing a research interview were also sought, 
and some participants expressed gratitude for being allowed to express their opinions through 
participation.  
 
The third meeting also offered an opportunity to further explore aspects of the topic not thoroughly 
covered initially.  As more interviews were carried out, added exploration became less and less 
necessary. Aspects of newly emerging themes were explored in subsequent interviews. Several 
unexpected themes emerged which were included in the discussion from that time on.  It was vital 
to maintain a disciplined approach to data collection and management, to accommodate the 
constantly varying themes emerging as new transcripts added fresh material. 
 
Participants were invited to tell their story in the context of recalling the impact of past experiences 
of sexual assault or abuse and its meaning for them in late life, and the effect of this upon 
subsequent counselling. Because ageing people frequently evaluate their lives in terms of 
‘experience, coherence and integrity’ (Cohler, 1993, p. 108), a natural process of life review 
(Butler, 1963; Coleman, 1986) appeared to take place, enabling some participants to develop deep 
existential insights into the meaning of their experiences.   
 
A sensitive focus on the women’s well-being was required during interviewing, as a result, leaving 
some topics to a later time if discussion became intense, especially if the women were visibly upset.  
No woman who was thus affected declined to continue with the interview.  Participants took the 
lead regarding the direction of their stories. However, despite emotional reactions when telling their 
stories, none of these women sought to withdraw from the study, apart from one woman previously 
discussed, and participants’ insights added to the overall knowledge gained.   
 
The follow-up interviews allowed both parties time for reflection.  Follow-up interview timing was 
designed to allow for the time elapsing between initial and subsequent interviews to be sufficient 
for reflection by both participants and researcher but followed up promptly enough for any 
participants’ concerns to be handled expeditiously. However, due to difficulties with audio 
equipment, delays were experienced in some cases. The women’s reflections on the interview 
process form part of the data for analysis. 
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The consultative nature of the research added to the length of the process. Given the pressures of 
undertaking time-limited research, scheduling a third interview for feedback and further comment 
was the closest approximation of participatory research possible. The aim was to encourage 
collaboration so that findings reported and the processes employed were closely aligned with 
participants’ experiences and aided researcher analysis. The scheduling of three interviews for each 
woman allowed the maximum opportunity for them to make a worthwhile contribution.  In the 
interests of including as many common themes as possible, the researcher’s background as a sexual 
assault counsellor was made as transparent as possible, indicating familiarity with the research 
topic.  This also allowed a higher level of mutuality to be conspicuous in discussion. 
 
4b Interviewing approaches and processes 
The interviewing approach was inspired by three influences: a narrative storytelling approach 
around particular themes; a social constructionist design of the interview guide, in an attempt to 
solicit meaning for experiences; and feminist research methods, interpretation and analysis.  To 
implement a suitable combination of these, the interviews incorporated a semi-structured format 
informed by the broad topics of an interview schedule (Minichiello, Aroni, Timewell and 
Alexander, 1995, p. 82).  Social constructionism, and narrative and feminist processes and analysis 
have in common a search for meaning, through examining aspects of individual stories according to 
how participants experience and understand influences on their lives.   
 
A feminist perspective furthers the social constructionist and narrative approaches, by encouraging 
the researcher to understand in particular how women’s stories fit within ‘broader social histories 
and practices’ (Russell and Carey, 2003, p. 75) and dominant structural and institutional narratives 
of contemporary society. Feminist-inspired interviewing involves dialogue in a relatively 
unstructured process led by interviewees’ accounts of experiences (Browne, 1998, p. 163).  
Feminist principles, with their openness to identifying a variety of individual characteristics and 
opinions (Reinharz, 1992, p. 253) drove the search for diversity to provide evidence of multiple 
realities within participants’ life stories around a number of themes.    
 
In the interviewing process the majority of participants chose to discuss their experiences in a 
chronological or linear fashion, although some also organized their stories around particular themes, 
typical of narrative approaches.  That they did this may also have reflected the fact that for many, 
sexual violence had affected their lives for as long as they remembered so was an integral part of 
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personal life experience and their identity as a survivor.  Although most participants were relatively 
unaware of the implications of feminism as a philosophy, the discussion offered opportunities to 
discuss topics from a gendered perspective on personal life and societal structures that influence the 
way they conduct themselves as women.  Naturally discussion of such themes was a highly emotive 
experience for many of these ageing women. 
  
Using a sequenced interview schedule of topics that loosely prompted interviewing allowed 
adaptation of the questioning reflexively, dependent on informants’ responses (Kaufman, 1994, p. 
124) and individual differences, enabling the core areas to be covered.  Flexibility was important to 
allow individual women to expand on areas of particular interest.  Some areas of experience did not 
apply to particular women; however, the diversity of responses ensured a comprehensive picture of 
ageing survivors’ lives. 
 
4c Piloting the interview process 
Pilot testing has been recognised as important to many aspects of research (Alston and Bowles, p. 
1998, 115).  In order to ascertain unanticipated problems with planned interview areas (Hall and 
Hall, 1996, p. 126), one pilot interview was undertaken with a woman outside the study who fitted 
the research criteria. Her comments on the interview offered the opportunity to clarify 
understanding of information about the study offered to participants, to ensure participants could 
offer true prior informed consent. Observations from this interview allowed adaptation of the 
proposed process and content where it appeared necessary from her reactions and comments.   
 
Due to the sensitive nature of the topic, another purpose of the pilot interview was to gauge 
retraumatisation potential through the content of material to be discussed.  Although the interview 
did produce an emotional response from the woman involved through tears at one juncture, the pilot 
interviewee expressed that the experience had been positive and that she did not believe such a 
process would retraumatize potential participants significantly. The 60 year old woman who 
participated in the pilot interview had undertaken a lengthy period of counselling prior to the pilot 
interview and was no longer in therapy.   
 
Her insights were valuable in informing the interview process, particularly with regard to the types 
of enquiry likely to emotionally affect participants.  The sensitivity of questions asked was able to 
be gauged in terms of likely responses.  In that we paused for her to regain her composure, this also 
informed the length of time that particular aspects of the interview topic might take.  From this 
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interview, it was established that the time required might vary between participants, depending on 
how complicated their story was and personality traits leading to more lengthy discussion.  
Processes in the pilot interview generated thoughtful consideration of how to approach the areas of 
enquiry in the interview guide in terms of the emphasis given to each separate area of discussion.   
 
Several other purposes were fulfilled in the pilot interview.  It confirmed the appropriateness of the 
planned open, semi-structured approach, which was designed to require only minimal prompting 
from the researcher, to encourage free discussion of topics relevant to participants themselves 
(Durham, 2002, p. 431). In the pilot interview the breadth of discussion that was likely was 
determined, and at the same time, the depth of likely resulting data within the interview time frame 
could be gauged in terms of fulfilment of the analytic purpose.  With topic sensitivity in mind, the 
pilot interview also identified effective ways to introduce topics and interact appropriately.    
 
5 Issues as a feminist researcher 
A number of issues are likely to arise for feminist researchers because of the influences on their 
work of personal feminist philosophies and the interpersonal dynamics of the researcher/ participant 
relationship which form part of their philosophy.  Some of the issues below relate to interpersonal 
dynamics and others to feminist researchers’ professional practice.   
 
5a Mutuality, solidarity and power in research 
Researcher identification with participants allows enhancement of interpretive ability rather than 
jeopardising validity (Bloom, 1998, p. 151). Feminist research aims at demonstrating solidarity 
because of the similarity of lived experience and themes between researcher and participants as 
women (Cook and Fonow, 1990, p. 76).  Critical to feminist research approaches is recognition of 
differential power dynamics between researcher and participant (Dominelli, 2002, p. 13).  Acker et 
al (1983, p. 427) believe that unless efforts are made to reduce power inequalities between 
researcher and participant, it is difficult to preserve the subjective validity of their words. Mutuality 
and solidarity are therefore expressed through dialogue that recognises commonalities between the 
researcher’s and participants’ experiences (Hall and Stevens, 1991, p. 25). Nevertheless, it is 
acknowledged that the researcher did hold power by virtue of her organisational role in the research 
(Hesse-Biber and Leckenby, 2004, p. 218; Darlington, 1996, p. 129).  
    
The researcher was mindful of feminist precepts in the dynamics of the interview process. The 
conversational style of narrative approaches aims to empower participants through individual telling 
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of meaning (Cotterill and Letherby, 1993, p. 72). The researcher’s former role as a feminist sexual 
assault counsellor allowed familiarity with a range of responses from participants and assisted the 
flow of the interviews. However, care was taken to refrain from prompting, instead aiming at 
encouraging further discussion from participants’ own points of view to facilitate discovery of 
deeper meanings, explanations and insights, allowing unanticipated themes to emerge, further 
expanding discussion. Rather than detracting from the findings, discussion assisted in explaining 
the meaning of some concepts inherent to feminist understandings, fulfilling one criterion of 
feminist research, the political aim of raising consciousness about issues impacting on women’s 
lives (Hall and Stevens, 1991, p. 17.)  
 
5b Emotion in research 
Feminist researchers acknowledge the likelihood of strong emotion arising during research 
(Letherby, 2003, pp. 111 – 113) and respect and recognise the emotional investment of participants.  
When emotion arose for participants it was addressed through acknowledgment (Darlington, 1996, 
p. 129) and utilisation of sensitive and empathic attitudes (Alston and Bowles, 1998, p. 121).  Short 
breaks were taken to allow the woman to compose herself before proceeding, although one woman 
continued speaking with tears coursing down her cheeks.  Although strong emotion did emerge, no 
woman requested to withdraw during interviewing.  In hearing women’s life stories around a theme 
such as sexual violence, it is vital to maintain processes that account for the individual impact of 
relating life experiences. 
 
The importance of researchers being able to deal with their own emotions during interviewing 
rather than internalising them without expression of any kind (Kleinman and Copp, 1993; Ellis, 
1991) has been widely recognised.  Ellis (1991, p. 125) argues for making explicit the emotions 
experienced during research processes: 
‘First, as sociologists we can examine emotions emotionally, feeling for the people we 
study.  Second, reflecting inward as well as observing outward, we can view our own 
emotional experience as a legitimate sociological object of study and focus on how we feel 
as researchers as a way of understanding and coping with what is going on emotionally in 
our research.  Third, … sociologists can concentrate on studying how emotions feel in the 
context and by the narrative terms of people’s everyday lives.’ 
These comments emphasise that as researchers it is as important to analyse personal emotions as it 
is to understand those of participants, in order to accurately represent constructions of meaning and 
understandings of participants’ stories (Mattley, 1997, p. 102).  Through appreciating the nuances 
of mutual interactions and interpretations, feminist researchers reflexively examine and record such 
details as integral to fully describing the phenomena being investigated. 
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When confronting emotionally intense topics, however, feminist researchers must recognise the 
potential for their own emotions to be aroused during interviewing (Mattley, 1997, p. 102; Stanko, 
1997, p. 84).  Sprague believes it is important to draw a line between rapport and emotional over-
involvement (2005). In considering the fact that researchers must spend substantial time 
transcribing, analysing and coding, participants’ stories may be read and re-read many times, thus 
potentially exposing researchers to vicarious traumatisation. Research activities must ideally be 
varied, to guard against this. 
 
Despite the potentially traumatising nature of participants’ stories, it was possible to positively 
reframe their experiences. The progress made by these amazing women was obvious in their stories. 
However, most participants freely admitted that recovery was very much a work in progress, due to 
the after effects of sexual violence suffered across the lifetime until older age and the fact that most 
continued to attend counselling.  The act of exchanging ideas and thoughts with this group was 
inspiring, as their maturity lent wisdom gained over many years of difficult circumstances. 
 
5c Non-exploitative processes 
The principles of respect and non-exploitative processes (Reinharz, 1992, p. 27; Acker et al, 1983, 
p. 425) were applied to the research.  In recognition of participants’ significant contributions to the 
study and in a spirit of feminine solidarity, the time and effort expended as co-participants was 
acknowledged after completion of interviewing through providing gift vouchers as tokens of 
appreciation for sharing their lived experience.  The $50 gift vouchers expressed gratitude for their 
willingness to share personal reflections and the intention that participating would be positive.  
Dietz (2000, p. 376) comments: 
‘The experience of telling one’s story to an empathic witness who validates the betrayal and 
pain of oppression and abuse is in itself a healing experience.’  
 
In addition to the influence of feminist social constructionist approaches, the interviewing method 
was inspired by narrative ideas.  This allowed participants to tell unique individual stories around 
the topics of sexual violence and counselling. 
 
5d Feminist narrative interviewing approach 
Narrative inspired research approaches fit well with the notion of feminist social constructionism.  
These approaches facilitate making sense of and constructing life experiences through the process 
of individual storytelling (Gubrium and Holstein, 1999, p. 303; Chase, 1995, p. 22), demonstrating 
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changes over time in response to life events (Fook, 2002, pp. 133 – 135), and allowing participants’ 
voices to be the focus (Bryman, 2001, p. 286; Kenyon et al, 1999, p. 54).  This approach has much 
in common with feminist ideals about facilitating ‘silenced women’ to speak out about their sexual 
violence experiences (Letherby, 2003, p. 89; Cotterill and Letherby, 1993, p. 72). Telling their story 
allowed many of the women to feel empowered, for some, for the first time in their lives.  
 
6 Data management and analysis 
Having obtained data from ten sets of interviews, after the withdrawal of two participants, 
computer-aided data management was employed to assist in identifying themes from interviews.  
 
6a Thematic analysis 
Data was analysed thematically, and inductive analysis guided the themes emerging from 
participants’ words (Creswell, 2003, p. 190; Bryman, 2002, p. 322, 323) rather than imposing 
preconceived ideas upon the data (Luborsky, 1994, p. 190, 192). However, many findings 
confirmed those of the extensive body of literature on sexual violence, although it is acknowledged 
that very little information is available on the experiences of older survivors of sexual violence.  
Details emerging from the literature on trauma were also confirmed in many stories. After twelve 
women were interviewed, the emerging themes failed to vary significantly, and it was decided to 
cease further recruitment.  
 
Organisation and management of data was facilitated by using the Nvivo computer program 
(Richards, 1999). This assisted with thematic analysis across the body of emerging data. The 
suitability of NVivo is demonstrated by its support of data analysis through tools that handle the 
richness and complexity of qualitative data (Seale, 2000, p. 155).  Its functions were encouraging of 
pursuit of new and on-going understandings from the data (Richards, 1999, p. 4). 
 
6b Coding process   
Coding was undertaken throughout the interviewing phase.  Analysis was assisted by information 
from memos (Alston and Bowles, 1998, p. 197), in an iterative process between data, coding and 
memos, in order to accommodate meaning emerging from the data (Alston and Bowles, 1998, p. 
196).  Research diary entries after each interview also assisted with analysis.  The purpose of coding 
is to identify possible data groupings in order to detect trends and themes (Alston and Bowles, 
1998, p. 199).  A continuing comparative process between trends emerging from the data aimed at 
116 
 
identifying ‘similarities, differences and degrees of consistency in meaning’ (Alston and Bowles, 
1998, p. 198), along with exceptions to the major findings. 
 
Initially free codes were developed and later refined into trees of meaning that fitted the emerging 
data.  Initial coding simply noted all the possibilities, some of which later became less important 
when viewed in the context of the whole body of data.  It was necessary to narrow down and 
prioritise the codes so that the main trends could be discussed without necessarily discussing all the 
minor aspects of the coding, although a watch was kept during this process for important exceptions 
that illustrated other possibilities. For instance, in the first few interviews it appeared that rural 
upbringing, with its lack of safety and frequently material deprivation, might provide a significant 
background factor that allowed the occurrence of sexual violence to take place and allowed greater 
victimization to occur. Whilst there is some veracity to this, based on the data, this trend became 
less significant as more women from varying backgrounds were interviewed.  At the end of the first 
organisational phase, free codes were sorted into a number of concisely conceptualised trees.    
 
Codes were progressively refined into broad categories within the core areas. These initially became 
the areas of lifetime recovery factors, which included discussion of background factors in the areas 
of sexual assault or abuse experiences; ageing; participants’ biographical details that assisted in 
explaining differences between recovery and counselling outcomes for individual women; and 
aspects of counselling experiences and evaluations of therapeutic assistance received. Although not 
all participants discussed ageing extensively, it provided a background context when speaking of 
current effects of sexual violence continuing to significantly affect participants’ lives.  A variety of 
sub-groups in the data encompassed aspects of all areas important to identifying possible influences 
on experience or contributing factors in analysis of the major themes.  This deeper level of coding 
provides a more comprehensive picture of the women’s life experiences.   
 
In order to identify patterns in the data, an overall analysis of these women’s life stories relating to 
sexual violence identified commonalities, which became the core categories and themes. It is, 
however, recognised that differences between participants and exceptions to the rule also provide 
valuable topics for consideration. It became apparent that their life stories followed a pattern 
showing dominant mitigating factors impacting across life, despite the apparent differences in 
current progress in therapy that varied between participants, indicating that not all participants had 
achieved a level of recovery from the impacts of sexual violence with which they were satisfied.   
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Findings that emerged indicated a combination of applicable variables.  For instance, the women’s 
coping skills and strategies and their effectiveness; the impact of personal and societal influences 
that either exacerbated or ameliorated their suffering resulting from assault experiences, such as 
support received; and personal attributes such as levels of vulnerability, resilience, resourcefulness, 
and wisdom acquired, all emerged as contributing significantly to the women’s background history.  
Although many did not speak directly of it in the following terms, the effect that being a woman in 
a male-dominated society had had across their lifetimes also emerged as important.  These aspects 
will be further discussed in the findings section.  
 
In order to analyse the emerging data on a deeper level, consideration of the entire body of data 
helped identify areas where clustering naturally occurred, to add more definition to the findings.  In 
order to facilitate this process, data relating to participants was divided into several areas to narrow 
down the trends to be identified.  Three groups were identified according to self-reported progress 
in counselling across life. The purpose of the first research question is to find links between 
individual background history and participants’ recovery, so that useful components of therapy for 
this group could be identified, in response to the second research question.  Thus, the sample was 
divided into groups who reported their differing recovery status, dividing them into three recovery 
groups. By producing matrices from this data by including other lifetime factors within these 
groups, trends were identified from which comment could be made or conclusions identified to 
contribute to identifying useful therapeutic approaches for these ageing survivors.  
 
6c Validity  
Reliability and validity are debated within qualitative research (Bryman, 2002, p. 270), due to 
limited ability to replicate, particularly with semi-structured interviews (Atkinson, 1998, p. 59).  
Therefore the validity, in the sense of the term usually reported in research, will not be discussed, 
especially with reference to such a small sample.  However, measures were applied to ensure 
accurate measurement of phenomena being studied that relate more to ‘credibility, transferability, 
dependability and confirmability’, as well as authenticity, (Bryman, 2001, p. 272 - 274) to achieve a 
sense of validity. These measures included using a narrative style in interviews to allow participants 
to express views based on real life experiences; rechecking findings and identified themes with 
participants through a further interview (Alston and Bowles, 1998, p. 50; Acker et al, 1983, p. 432); 
using thick description of shared themes from real life (Bryman, 2001, p. 272); and using 
participants’ direct quotes as much as possible (Creswell, 2003, p. 196).  Presenting discrepant 
information aimed at presenting differing perspectives (Creswell, 2003, p. 196). 
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Some reservations have been expressed about narrative methods being subject to ‘forgetting or 
retrospective reconstruction’ (Tagg, 1985, p. 188), a problem in all studies about past experience. 
Credibility was established through crosschecking with participants and comparing findings with 
field knowledge (Creswell, 2003, p. 196) of professional colleagues.  Reliability was ascertained by 
checking similarity to themes in a wide variety of studies in the literature addressing many different 
life aspects pertaining to recovery from sexual violence experiences across the lifetime (Alston and 
Bowles, 1998, p. 51), as well as ageing and trauma experiences. 
 
Care was taken to ensure transparency about the researcher’s personal philosophy, which was made 
explicit to participants and in reporting the findings (Creswell, 2003, p. 196).  The researcher’s 
former counsellor role was openly discussed with participants. To maintain links between 
participants’ words and later analysis, a reflective journal provided insights into meaning derived 
from facial expressions, body language and tone of voice, as well as the researcher’s personal 
impressions, looking back on the interviews. 
 
6d Reflexivity  
Reflexive practice aims at deeper understanding of findings to assist in aligning them with 
knowledge of the topic as a group member, in this case, as a middle-aged woman (Hall and Hall, 
1996, p. 54).  The research method facilitated reflexive reflection on broad patterns, themes and 
categories identified from the data (Creswell, 2003, p. 132, 134).  As a result, some concepts were 
progressively discarded and some dominated, with unexpected themes emerging. The researcher’s 
personal experiences or ‘naturalistic generalizations’ (Creswell, 2003, p. 133) and professional 
knowledge added weight to generation of themes.  This in turn was reflected in reflexive processes 
whereby the nature of the questions and the responses from interviewees lent confidence to the 
ability to understand and thoughtfully stimulate extended comment in relevant areas.  Feminist 
reflexivity enables all aspects of women’s experiences of oppression to be recognised and 
represented, showing solidarity with their experiences as women.    
 
6e Rigour 
‘Rigor in feminist inquiry includes the degree to which research reflects the complexity of reality’ 
(Hall and Stevens, 1991, p. 23). Feminist inspired research is able to realistically conceptualise 
women’s issues, reflecting the complex direct lived experience of female participants, incorporating 
their own value judgements (Hall and Stevens, 1991, p. 17) and the diversity that women of 
119 
 
different ages and personal characteristics display. Hall and Stevens cite criteria suggested as 
embodying rigour in feminist research philosophy: dependability, adequacy, reflexivity, credibility, 
rapport, coherence, complexity, consensus, relevance, honesty, mutuality, naming, and relationality 
(1991, pp. 19 – 26). These authors assert that ‘the history of oppression, invisibility, and 
objectification of women underscores the need for a more relevant, just, and complete framework 
for evaluating research about and for women’ (p. 27). This research aimed to solicit a more rounded 
account from the participants’ telling of a personal account of sexual violence from the viewpoint of 
current ageing, showing how their experiences impacted on counselling to address this issue.     
 
7 Ethical issues in the research   
A number of ethical issues surrounded this study, due to the sensitive nature of the topic and the 
method of obtaining a sample (Durham, 2002, p. 440). Sensitive approaches to research with 
vulnerable populations aim to ensure that participants are not harmed through interviewing (Alston 
and Bowles, 1998, p. 21). This ethical requirement during recruitment was the reason for 
approaching counselling agencies initially for counsellors’ recommendations about the suitability of 
volunteers regarding potential retraumatisation. The ethical challenges associated with recruitment, 
which involved participants being referred by a third party, also limited numbers of women 
recruited.  Reliance on the judgement of counsellors who counsel older women may have limited 
availability of potential participants. Some counsellors revealed that many older women were 
severely affected through long-term mental illness, so they did not feel these women would be able 
to retell their stories without retraumatisation, one of the critical ethical conditions of participation.  
Thus, these women were not referred for the study.   
 
Consultative recruitment processes with both counsellors and the women they saw aimed at open 
discussion to ensure that recruits were fully cognisant of possible adverse emotional effects 
(Darlington & Scott, 2002, p. 27; Schoenberg, 2002, p. 134). All participants were given a 
statement of research (see Appendix 1) and reported feeling they would not be retraumatized.  
 
Another purpose of approaching counsellors was that it was possible that women would require the 
support of a counsellor during or after the research process.  A safeguard was the requirement that 
participants identify a source of professional support prior to interviewing, the arrangements for 
which were confirmed with both participants and their chosen support sources (Darlington & Scott, 
2002, pp. 28, 71; Durham, 2002, p. 43) at the orientation interview.   
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During interviewing, the researcher’s experience in detecting emotional effects on participants from 
her counselling role in this field assisted interviewing to be conducted ethically, to guard against 
traumatisation of interviewees. Most volunteers had attended counselling over many years and 
realised the value of accessing assistance if needed. Being older may have imbued them with 
wisdom gained over time and provided coping skills developed across many decades.  Although the 
researcher cannot say with certainty that being part of this research was universally positive for all 
women, rapport between participants and the researcher was such that these women were highly 
likely to express reservations openly, and indeed, many reported feeling pleased to have taken part.              
 
One woman, however, withdrew due to the emotional effect of reading her transcript.  This woman 
had attended therapy previously and initially felt confident that she would not be retraumatized, due 
to the skills she had developed to deal with such feelings.  She decided to withdraw when on 
reflection unexpected emotions arose. It was an important condition of participation that at all 
stages interviewees be able to withdraw at their own request (Darlington & Scott, 2002, p. 26; 
Gilhooly, 2002, p. 218). When a participant withdrew, data already collected was destroyed 
(Gilhooly, 2002, p. 221). The two women who withdrew appeared satisfied with this arrangement.   
 
Initial recruitment steps endeavoured to guard against the above scenario, both through contact with 
counsellors and printed statements about the research, prior to gaining consent by the signing of a 
consent form (see Appendix 1) before commencement of interviewing.  Once the woman’s decision 
to participate was made, volunteers contacted the researcher themselves.  Displayed flyers in later 
recruitment (see Appendix 1) were drawn to the attention of attendees by staff, and a worker was 
available for further information. The research purposes and criteria were thoroughly discussed by 
telephone with women responding independently before contacting former counsellors whenever 
possible to ascertain suitability to participate without a high risk of retraumatisation. Women 
contacting in this manner had attended counselling prior to contacting the researcher.  Those who 
elected to participate were fully informed at the orientation interview through a statement of 
research (Durham, 2002, p. 440; Schoenberg, 2002, p. 134). Intending participants were given 
ample time to consider participation before finalising their decision (Gilhooly, 2002, p. 217).   
 
A further safeguard against distress due to retraumatisation was the follow-up interview a few 
weeks after the main interview to discuss transcripts and themes emerging. This gave the women an 
opportunity to process the interviewing and debrief any concerns. No woman undertaking follow-up 
interviews expressed retraumatisation when reading transcripts, apart from the one woman who 
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withdrew.  Despite sometimes being a confronting experience to read their own stories, they felt 
that providing interviews was positive and for many confirmed the depth of healing achieved and 
made their experiences appear more valid and real, since they had never had an opportunity to 
speak so openly about such experiences.  
 
In research of a sensitive nature it is vital that researchers do not offer therapeutically aligned 
support. The researcher’s role was thoughtfully considered prior to commencement, to guard 
against role confusion between facilitation of further comment on transcripts and taking on 
participants’ support. Although an experienced sexual assault counsellor well equipped to handle 
others’ personal crises (Gilhooly, 2002, p. 213), the researcher clearly maintained professional 
boundaries between interviewing and counselling (Darlington and Scott, 2002, p. 57; Letherby, 
2003, p. 127).  When a woman became upset, the research was halted until emotion was contained.  
None of the women wished to stop their interview once in progress, despite copious tears for some 
participants. The researcher changed the subject at times to prevent further distress emerging.    
 
Ethical use of data from interviews is a controversial topic (Kvale, 1996, p. 100).  The purpose of 
feminist and narrative research approaches is to allow participants a voice.  It is important to ensure 
that individual identification is not possible through the context of excerpts used (Darlington and 
Scott, 2002, p. 30). Each woman was assigned a pseudonym, as well as people mentioned in 
interviews and any place names. After initial reading, interviewees were invited to identify 
transcript sections considered too sensitive to be published; however, none of the women expressed 
this desire.  Safety and anonymity was assured through locking interview tapes in a cupboard and 
the researcher alone transcribing data on a password-protected computer for her exclusive use.   
 
Darlington and Scott note that it is vital to ensure privacy is protected (2002, p. 30).  The limits of 
confidentiality were discussed with participants. It was emphasised that the researcher would 
progressively discuss the work with her supervisors and that only de-identified information would 
be disclosed to other people.   
 
Conclusion  
This exploratory research suggests trends and themes from the women’s stories to illuminate further 
areas requiring clarification.  Because this topic is multi-facetted, it provides a plethora of concepts 
that could contribute significantly to an area of knowledge with little previous study which will be 
invaluable in considering the future therapeutic needs of a growing group of clients.    
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In researching an enormously hidden problem within society, participants’ stories reveal little 
understood aspects of this complex phenomenon.  Its dynamics may be further understood through 
the interactions of factors in all areas of interest. One of the most significant purposes of this 
research is to better assist sexual violence workers to provide the highest quality services to those 
desiring to resolve such issues in later life.   
 
The following two chapters discuss the findings of the research, firstly discussing sexual violence 
and ageing factors, followed by those relating to counselling to address their sexual violence issues. 
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Chapter 6 
The Journey to Recovery for Ageing Sexual Violence Survivors 
 
On the road to recovery, older sexual violence survivors are potentially affected by further 
experiences related to ageing.  Increased time for rumination and introspection upon earlier life 
experiences in old age contributes to the proclivity at this time to question and determine the 
meaning of life through a process of life review. Findings showed that persistent memories of 
sexual violence experiences were paramount in participants’ reflections on their lives looking back, 
indicating that such experiences left an indelible mark despite attending counselling.  The impact of 
ageing has been extensively discussed in the literature, relevant when considered in combination 
with the general effects of survival of earlier sexual violence.   
 
Background life factors form a base for exploration of survival experiences while working towards 
recovery. Family life for many older women differed markedly from today’s expectations, 
contrasting strongly with current lifestyles characterised by broad social support measures.  The 
social mores and attitudes of the era of their youth that guided life significantly affected how 
participants negotiated victimization due to sexual violence in order to achieve recovery.  A number 
of characteristics of life experience were found to either exacerbate or ameliorate recovery. 
 
Firstly, the research question related to this area of the findings is given below. This is followed by 
a discussion about participants’ sexual violence experiences and important factors impacting upon 
survival.  The first research question is: 
‘Now that they are older, what individual factors across the lifetime do participants 
perceive influence their recovery experiences related to the impacts of earlier sexual abuse 
or assault?’ 
 
1 Sexual violence experiences across the lifetime 
Details of victimization across the lifetime are shown in demographics Table 3, Participants’ 
victimization experiences (overleaf).  A summary of each category and details about the age when 
various types of assault were experienced are given in this table.  The findings are highly diverse, 
and this table will provide the basis for further comment related to sexual and other violence 
experiences and their implications.  Following the table is a summary of important findings. 
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Table 3   Participants’ victimization experiences  
Name  W1 W2 W3 W4 W5 W7 W8 W9 W10 W12 
Age at 1
st
  
S. A. 
6 – 7 
yrs 
5 yrs 3 yrs 12 baby 10 yrs 24 yrs baby 26 yrs 10 yrs 
No. of  
S. A.s 
10 – 
11 
many 
* 
many 4 many  many 2 many 4 many 
At what 
ages 
6-7, 
10, 14 
-17, 
40s, 
59 
child-
hood 
to 
teens 
age 3 
to 
teens 
age 
12, 
40s, 
60s 
baby – 
15 
10 – 
17, 57  
24, 50  baby, 
4, 7, 
60 
26, 28, 
43, 57 
10 – 
16  
Sexual 
revictimiz-
ation 
 incest (in 
teens) 
+ 
incest 
 incest   (as 
adult) 
  (as 
adult) 
incest 
Approx. 
no. of 
perpetrat-
ors 
5 1 9 4 1 2 2 2 4 1 
Physical 
violence  
          
Emotional 
violence 
          
Domestic 
violence in 
family of 
origin 
          
Domestic 
violence in 
marriage 
          
*‘Many’ = on-going (i.e. mainly childhood victimization through incest) 
Summary:     Number of participants and when sexual violence experienced  
As adult only   2 
As child only  4 (including as teen, continuing incest, or molestation by strangers) 
Incest survivors  6 
As adult and child  4  
Other forms of violence All participants (emotional, physical, interrelational) 
Revictimization  7 (including during the teen years after childhood abuse). 
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NOTE:  Physical and emotional violence reported here are experienced as part of sexual violence, 
as differentiated from domestic violence. 
 
1a Victimization history and perpetrators 
Definitions of sexual violence used in this study are broad due to participants self-defining their 
experiences of sexual violence, with reported instances covering a wide spectrum of experience and 
time eras.  The definition used is defined by CASA Forum and Department of Human Services in 
Victoria: 
‘Sexual violence is a broader term than sexual assault involving a continuum of behaviours 
from sexual harassment to coerced sexual activity to rape’ (2000). 
This included sexual molestation and exhibitionism. Findings related to sexual victimization history 
and perpetrator identity confirmed findings in the literature over about thirty years of research.    
 
The sample comprises mainly survivors of childhood sexual violence, defined as assault or abuse 
that took place prior to adulthood or before the age of consent, age 16.  Eight women reported 
sexual violence before the age of thirteen, six of whom were violated again as teenagers either as 
separate events or as continuing childhood sexual abuse.  Six were incest survivors, and sexual 
molestation also occurred for two during childhood, that is, sexual touching rather than sexual 
penetration.  This may indicate that children at that time were relatively powerless to resist what 
appeared to be accepted behaviour by adults or assaults hidden from public knowledge.  Only two 
women experienced completed or attempted sexual violence first in adulthood, with both e in their 
twenties.  The almost complete absence of reported intimate partner violence was unusual in terms 
of what is known of this phenomenon, with only one report (W8) in this study.  Whatever their 
early sexual violence history, five of the sample re-experienced completed or attempted assault in 
the years between their forties and sixties.  For four women, revictimization took place 3 to 5 times 
across childhood, their teens and adult life, with a total of seven participants experiencing 
revictimization.   
 
All types of violence were experienced by participants.  They described physical and emotional 
violence co-occurring with sexual victimization by multiple perpetrators, as well as domestic 
violence in family of origin or their marriage.  Two women who suffered extremely high levels of 
sexual violence as children also suffered extreme physical violence at the same time.  Domestic 
violence between parents was experienced by three women, and six reported domestic violence in 
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their marriages.  Only one woman who was single all her life did not report experiencing any other 
type of violence, with her experiences all being date rape or attempted rape.   
 
Intimate partner violence (IPV) is difficult to identify or quantify as its widely accepted definition 
incorporates all types of abuse occurring within an intimate relationship (Zink and Fisher, 2007, p. 
258), usually discussing all types together.  One Australian statistical source showed a slightly 
higher figure than 1 in 10 women over the age of 55 suffering IPV (ABS, 1996a), with another 
Australian study verifying about one third of older respondents experienced sexual violence as part 
of intimate partner violence (Morgan Disney et al 2000, pp. 14) in the context of ongoing domestic 
violence.  Only one participant in this study reported experiencing the sexual component of IPV by 
an intimate partner, although others may also have experienced it but did not report it in this study.     
 
Details of sexual violence experiences varied, one area being in the characteristics of perpetrators.  
The full spectrum of commonly reported categories of perpetrator descriptions applied in this 
sample. Of the four women who experienced sexual violence in childhood, perpetrator relationships 
for three comprised family members or members of family like groups, i.e. fathers or father-figures, 
foster fathers, grandfather figures, or brothers, and for one woman, her mother.  Apart from sexual 
molesters, perpetrators in this sample comprised mostly people well-known by the women, as is 
widely reported as common (VicHealth, 2011, www.vichealth.vic.gov.au).  
 
Two women were sexually molested by strangers in childhood, with sexual molestation, attempted 
rape and exhibitionism by strangers also reported by women in adult life.  Four women reported 
sexual violence by strangers in either childhood or adult life. The Royal Women’s Hospital, 
(www.thewomens.org.au/SexualAssaultsMyths, 2006) cites statistics of only 10 – 20% of 
perpetrators as people not known to the victim. The Child Molestation Research & Prevention 
Institute (www.childmolestationprevention.org/pages/tell_others_the_facts.html) gives as a 
definition of a sexual molester: ‘any older child or adult who touches a child for his or her own 
sexual gratification’.  One woman experienced only molestation by strangers on 10 or 11 occasions 
in both childhood and adult life, although opportunistic molestation or exhibitionism in public 
places was reported by three women.    
 
The reported rates of various categories of victimization in this sample may be higher than those 
usually cited in the literature.  This is likely to be due to self-definition of sexual violence reflected 
in their reports, with some categories such as molestation and exhibitionism often not included in 
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official definitions.  It also reflects the method of recruitment from counselling agencies that see 
older survivors of all types of sexual violence, whether officially reported or not.    
 
1b Incidence of revictimization 
Although revictimization data is shown in Table 2, the implications of experiencing revictimization 
are discussed later in Section 3c, Factors that inhibited recovery. Suffice to say that rates of 
revictimization were consistent with figures given in the literature. 
 
1c Impacts of sexual violence  
A vital component of survivors’ background history is the extent of impacts of sexual violence upon 
everyday life over time.  These impacts appeared to have significance for participants’ ability to 
recover, with reported impacts resembling those discussed in the literature: emotional or 
psychological, physical, and social effects, impacts on relationships and sexuality, and economic 
effects (Webster, 2004, p. 12, 20, 21, 23; Cook et al, 2001, p. 28).  A further impact revealed by two 
participants was addictive behaviours such as substance abuse and eating disorders, also widely 
linked to sexual violence histories (Osgood and Manetta, 2000, p. 72; Polusny & Follette, 1995). It 
is difficult to ascertain whether the seriousness of impacts was similar to those previously reported 
in research studies, which vary widely according to the elements explored.  Most of these studies do 
not attempt to measure severity, a difficult concept to quantify.  Moreover, the effects for this group 
may have worsened over long periods of time. 
 
Participants linked a variety of physical ailments, some chronic, to earlier sexual violence.  More 
than half reported gynaecological problems subsequent to childhood sexual abuse.  W7 spoke of her 
gynaecological history related to her abuse:  
 ‘You know, it is a further effect.  Because I was the only one in my family - like, in all my 
family, and I had dozens of cousins – that had any trouble having their children during 
pregnancy.  I was the only one.  ‘Cause we used to go and talk about it.  I was the only one 
who had trouble being a mum. And then I went on to be the only one to have a 
hysterectomy.  And, you know, it was all me, and I wondered, well, how much related that 
can be to what happened to me when I was a kid.’  (woman’s emphasis) 
 
Table 4 overleaf shows the physical or somatic impacts reported by participants, indicating the 
extent of reported impacts, especially when remaining unresolved over time.  These impacts were 
attributed by study participants as in some way related to their earlier victimization in life.   
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Table 4  Reported physical after-effects of sexual violence 
Name Condition Suffered Current 
 Age 
Abuse 
Type 
W1 Hypertension/ stress; back condition; arthritis/ mobility 
problems; abuse of alcohol; gynaecological conditions; 
sexual difficulties; migraines/ headaches; skin problems; 
overeating; gastrointestinal problems 
60 C, A 
W2 Back condition; arthritis/ mobility problems 60 C, I 
W3 Back condition; arthritis/ mobility problems; gynaecological 
conditions; migraines/ headaches 
60 C, T, I 
W4 Gynaecological conditions; sexual difficulties 66 C, A 
W5 Back condition; arthritis/ mobility problems;  migraines/ 
headaches; respiratory problems; body memories 
65 C, I, T 
W7 Gynaecological conditions; abortion 70 C, I, T, A 
W8 Migraines/ headaches 85 A 
W9 Coeliac disease 65 C, I, A 
W10 Hypertension/ stress; abortion 70 A 
W12 Abuse of alcohol; sexual difficulties; overeating 61 C, T 
KEY: 
Abuse Type: 
C     childhood sexual assault;    T     in teenage years;     I     incest;     A     as adult. 
 
Even women reporting being assaulted only in adult life reported experiencing serious physical 
effects.    W10 spoke of her hypertension: 
 ‘I reasoned that one of the reasons I’ve got hypertension is because of this emotional 
backlog [that] wasn’t addressed then.’    
  
Undoubtedly these experiences of physical and emotional health impacts contributed to the 
complexity of experiences following sexual violence and this group’s recovery trajectory.  Many of 
them felt that the physical impacts of sexual violence bore a direct relationship to the seriousness of 
earlier abuse.    
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For six participants on-going post-traumatic stress symptoms manifested as addictive behaviours 
used to help them cope.  Two women reported bulimia as part of attempts to cope.   W12 attempted 
to explain both her eating issues and her substance abuse: 
 ‘I was smoking and drinking nearly every day, and I overeat a lot of the time.  I think that 
anybody coming from sexual abuse would be inclined to really beat up themselves and think 
they’re horrible, and they’re trying to get away from that image of themselves, you know, ‘I 
can hardly think of my own needs’, or something like that’. 
She saw her addictive behaviours as part of low self-esteem.       
 
A range of emotional or psychological impacts was also reported.  They included diagnosed mental 
illness for eight women at some time in life, for six of these, chronic, with psychiatric 
hospitalisation for three women that they attributed to sexual violence. Of all the emotional or 
psychological effects, anxiety, depression, interrelational problems (Cook et al, 2001, p. 28), grief 
and loss, flashbacks, stress effects and trust issues with men (Herman, 1992, p. 52) were reported as 
remaining a significant issue for these women. For many, mental illness was reported as 
exacerbated by somatic and physical effects attributed to earlier experiences of sexual violence.   
 
Social impacts were also widely reported as resulting from participants’ emotional state after sexual 
violence, especially in later life.  This was connected for many participants to the effects on 
relationships, particularly within their family of origin, and inability to sustain a close opposite sex 
relationship.   
 
Lack of trust in others (Herman, 1992, p. 56) largely contributed to the social isolation described by 
seven of the participants.  Some put the fact that they were alone in later life down to difficulty in 
maintaining relationships with men generally over time.  W12 mentioned trust as an issue for her: 
 ‘The impact for the rest of my life?  … It’s really hard to trust – trust that I might have a 
healthy relationship with time with a man.  It takes a lot of work for me.’   
   
Difficulty with maintaining relationships resulted in poor socio-economic status for most of the 
group through living on income support at some time, particularly for those severely disabled 
through physical ailments and mental health issues.  W5 was one so affected: 
 ‘The way I feel about it is that it’s meant I’ve had to live in poverty all my life, which I 
wouldn’t have chosen.   And the pensions.  I’ve had to have pensions.  And, I mean, it’s not 
my fault.  I didn’t choose that she would bash me up.’   
 
Breakdown in marital relationships left three women to raise families alone on welfare benefits.  Six 
of the women worked for most of their adult lives after divorce, and those who carried out 
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homemaking duties reported that their inability to hold down regular employment when their 
children were young was mainly due to the difficulty of being sole parents. 
 
Many women also found sexual relationships were affected by a past history of sexual violence 
(Herman, 1992, p. 65), in particular, difficulty in maintaining satisfying sexual relationships due to 
triggering.  It has often been assumed that older women are asexual (Aronson et al, 1995, p. 82).  
Nevertheless, several of this group raised this as an important issue in recovery.  
 
One theme was that sexual violence experiences left them with feelings of shame that led them to 
believe that sex is ‘dirty and horrible’, as described by W1.  This was tempered by regret that sexual 
relations with partners had not been enjoyed due to sexual violence they had experienced earlier.    
    
Allied to this was behaviour often labelled as promiscuity, another effect identified by W2 after 
sexual abuse by her father for some years as a child. 
 ‘I blame my father for a lot of things.  There’s no other word for it – when I was about 
fourteen or fifteen, I was a slut.  And I used to have three or four men on the same night.’   
 
Feeling as if their main function in life was to provide sex was mentioned by several women.  W7, a 
survivor for most of her teen years of sibling abuse by an older brother, commented on her 
experience and its long-term effects: 
 ‘I felt that that’s what I was there for, and that was my purpose in life, just to be my 
brother’s sex slave.’ 
W7 went on to suffer gynaecological problems in adult life after an abortion at fourteen.   
 
Impacts on sexuality are common in survivors of all ages (Herman, 1992, p. 56, 65).  However, it 
was not anticipated prior to interviewing that ageing women would continue to raise this as a topic 
for discussion or that they would continue to feel the intensity of these impacts many years later. 
 
Table 5, Reported emotional/ psychological after-effects of sexual violence, (overleaf) shows the 
extent of psychological and mental health impacts for participants in the study. For many 
participants these effects coalesced in symptoms of a diagnosed mental illness or they described 
emotional effects they attributed to earlier sexual violence experiences at some time.  Although 
many would not be diagnosed as a mental health condition, many symptoms form part of other 
conditions as diagnosed by psychiatrists.  For some, these effects were of a longstanding nature. 
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Table 5  Reported emotional/ psychological after-effects of sexual violence 
Name Condition Suffered Current 
 Age 
Abuse 
Type 
W1 Anxiety; depression; post-traumatic stress symptoms; suicidal 
ideation/ attempts; self-harming behaviour; grief and loss; 
flashbacks/ troubling memories; stress effects (‘nervous 
breakdown’); trust issues with men 
60 C, A 
W2 Trust issues with men 60 C, I 
W3 Depression; post-traumatic stress symptoms; stress effects; 
dissociation 
60 C, T, I 
W4 Depression; post-natal depression; stress effects 66 C, A 
W5 Anxiety; depression; dissociation; suicidal ideation/ attempts; 
interrelational problems; complicated grief and loss; stress 
effects; somatic effects (body memories); flashbacks/ 
troubling memories  
65 C, I 
W7 Anxiety; agoraphobia; interrelational problems; nightmares; 
hypervigilance; trust issues with men 
70 C, I, A  
W8 Interrelational problems; stress effects; trust issues with men; 
depression 
85 A 
W9 Depression; post-natal depression; dissociation; interrelational 
problems; flashbacks/ troubling memories; trust issues with 
men 
65 C, I, A  
W10 Anxiety; trust issues with men 70 A 
W12 Depression; suicidal ideation/ attempts; interrelational 
problems; grief and loss; flashbacks/ troubling memories; trust 
issues with men 
61 C, I 
 
KEY:  (Abuse Type)   C  childhood sexual assault;  T  in teenage years;  I  incest;  A  as adult. 
 
The high rate of trust issues with men  is noteworthy.  This appeared to have had a marked impact 
on these women in terms of long-term intimate relationships.  Despite the variety and seriousness of 
impacts reported, some women’s lifestyles and personalities served to mitigate the trauma of sexual 
violence to a degree, contributing to stories of healing and ability to prosper in later life.  These 
women’s experiences confirm the literature regarding the range of likely impacts suffered post 
abuse. 
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2 Ageing context for older female survivors 
The current ageing literature discusses ‘successful’ ageing extensively (Jorm et al, 1998, p. 33; 
Powell, 1992, p. 36), the components of which fit aptly with the recovery experiences of some 
women in this group.  Social gerontology centres on defining successful ageing in terms of life 
satisfaction (Beaver and Mills, 1985, p. 110) and the finding of meaning in the present after 
achieving life goals, maintaining optimistic attitudes and moods, and holding a positive self-image, 
despite the physical weaknesses of older age (Beaver and Mills, 1985, p. 110).  When applying 
these elements to participants, ageing appears to be something to which they felt they must adjust in 
order to reach a peaceful end of life, after negotiation of many years of survival in the presence of 
situations and circumstances that have prevented full resolution of their problems.  
 
As ageing women, participants reported both individual experiences and attitudes common to their 
age cohorts, along with emotional responses to these experiences.  A number of themes from their 
accounts are relevant to differentiating their experiences from those of other women who have 
survived sexual violence. 
 
2a Impact of societal attitudes related to era 
Participants represent several age cohorts, although the predominantly reported social norms and 
attitudes, along with related social experiences, appeared similar. Their reports reflect a theme 
centred on attitudes towards them as victims of sexual violence.  Feeling that they must maintain 
secrecy about sexual violence was reported by all participants: 
‘I … think, maybe it’s part of going it alone, and all of those social restrictions.  You know, 
like, you don’t wash the dirty linen, the family’s dirty linen [in public].’ (W9) 
 
Secrecy was discussed by over half the participants related to sexual violence, along with feeling 
silenced (Duncan and Mason, 2011, p, 20) due to the stigma attached to sexual violence, 
particularly within their families. It appears to have had significant impacts upon recovery 
outcomes, although some participants showed remarkable personal resilience irrespective of family 
attitudes.  The norms of the eras of their youth are expressed by W1: 
‘There’s things you just don’t talk to people about.  You don’t tell anybody these problems, 
you know.  You don’t talk about it if it’s personal.  I never told my mum or anything …, 
because I didn’t know how to. …  Not that it was usual, well, not in those days, anyway.’   
 
One of the purposes of the research is to give voice to previously silenced women as they age, to 
break the secrecy surrounding this topic and assist them in making meaning of their experiences 
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across a lifetime when they felt they could not speak out about past sexual violence related trauma 
(Duncan and Mason, 2011, p, 20.   
 
Ageist and sexist attitudes towards survivors of sexual violence were alluded to by some 
participants as inhibiting ability to disclose their experiences.  The attitude by many professionals 
that older people are asexual still persists (Deacon, Minichiello and Plummer, 1995, p. 497).  In 
fact, women approached general practitioners for referrals and found many did not know of 
appropriate sources of counselling for sexual violence.  Some participants were significantly 
affected by such attitudes at the time of their earlier experiences when assistance would have helped 
immeasurably as they attempted to locate assistance.  
  
W9 spoke about how sexism had affected her life.  She mused about how her life could have 
become like that of her mother in terms of her role as a woman.   
‘Which again goes back to feminism, when you think in terms of, because my mother was 
very much like that, and many women of her era, you know: the woman’s role was very 
much subjugated to the man.  You know, the church did that, so as my mother’s offsider, I 
could have gone that way as well.’ 
She also commented on community attitudes towards ageing and the role of ageing people. 
‘We need to tell the truth [about ageism]. …. Yeh – because, you know, who wants the 
older generation?  Who wants to listen to the older generation? ….  I think that’s what the 
problem is.’ 
However, in general participants did not make connections between ageist and sexist attitudes 
towards them as older survivors, even though their experiences indicated it. 
  
2b Impact in later life on family 
The impact of earlier sexual violence on interpersonal relationships across life was another 
significant theme.  For these women, it was not only due to divorce but to inability to form new 
relationships that would last till later life.  In some cases women lost the support of their children 
due to marriage breakdown (Morgan Disney et al, 2000, p. 47).   
 
Marriage ended due to domestic violence for half the sample.  This compares with figures from 
2000-2002 given by the ABS that showed a national average of about 33% for all marriages entered 
into that end in divorce (2007).  Divorced women in this study displayed courage when acting 
against the norm for their age cohort, at a time when it was not easy to be a single mother after 
divorce.  This was not only due to lack of social welfare benefits at that time but also to attitudes 
towards divorce which was stigmatised and seen as shameful and often perceived as the woman’s 
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fault (Morgan Disney et al, 2000, p. 24).  Their divorces mostly occurred several decades prior to 
enactment of the Family Law Act (1975) that would have changed their ability to obtain ‘no fault’ 
divorce and more easily take this step towards ending violence in their families’ lives.  Thus, they 
coped with the effects of violence upon themselves and their families while dealing with the 
aftermath of sexual violence, mostly in the absence of therapeutic assistance that is available today.   
 
In some cases, being a survivor was seen as eliminating participants’ ability to sustain a long-term 
intimate relationship.  W10 remained single all her life, for which she expressed regret in later life.  
She said she felt her emotional reactions to three pregnancies resulting from date rape accounted for 
low self-esteem that led to inability to sustain intimate relationships.   
‘It’s really, you know … probably a strange thing to say, but because of what had happened, 
I had told myself that I wasn’t worthy of marriage.  And then I would go out with married 
men.  … So those three experiences kind of shattered my belief system about me.  I mean, I 
could still feel good about me, but if a single man, you know, indicated that he found me 
attractive, I would think, ‘Oh, God, I’ve got to tell that story.  No!  I’ll do something that 
will break this relationship.’’ 
 
W8 blamed a violent marriage entered into in mid-life that included sexual violence for her inability 
to trust another man, although she enjoyed a later long-term friendship that could have led to 
marriage.  She commented on this: 
‘This lovely gentleman came into my life, many years after.  And … we were the most 
wonderful friends.  …  He asked me to marry him and I said I couldn’t.  And he said, ‘Why 
can’t you?’ And I said,’ I’d never be able to trust you.’  So then he wanted to know why, so 
I told him.  And … years went by, and he asked me, that poor man, about eight times, I think 
it was.  And I kept saying ‘no’.  So I would say my mind was scarred forever.  But it was 
sad.  And I look back and I regret it.  I should have married him, ‘cause I’d have had a 
wonderful – many years.’ 
For W8 this loss was inextricably tied up with the effects of earlier sexual violence. 
 
Half the group who experienced divorce reported that the loss of the possibility of a significant 
intimate relationship in later life culminated in a life they described as ‘lonely’.  W4 summed up the 
feelings of many in the sample: 
‘There is a loneliness in not being in relationship.  There’s like, a longing for intimacy that 
can be quite painful.’    
 
Loss of other significant family members was an important component of participants’ experiences 
as they aged.  Although women frequently face loss in late life, a common aspect of reports was 
estrangement from siblings and children due to having broken the silence about their sexual 
violence and seeking therapeutic assistance.  W5 reported loss of on-going relationships with some 
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of her siblings, who were also victims of her abuser.  She gave as the reason for her lack of contact 
with her brother his denial of what happened to her as a child. 
‘My brother picked up his mental eraser and rubbed out what I said, and then carried on as 
though it hadn’t been said.  You know, he’s done that all his life.  But I mean … why should 
I lie?  … I don’t have to lie!  But it was really weird.  I mean, he’s seen it [the abuse].  He 
saw a lot of that, you know, so … that [his denial] is very abusive.’ 
        
The family background of participants may have contributed to difficulties with recovery for those 
who did not have the support of loved ones.  Several women reported growing up in families where 
domestic violence was rife, for two, exacerbated by alcohol abuse.  Despite domestic violence, 
participants’ mothers for the most part had no choice but to stay in abusive marriages due to lack of 
resources to care for their children financially on their own.  The fathers of two participants went to 
war and left their families to fend on their own for long periods, the resulting hardship allowing one 
woman to suffer extensive sexual and physical abuse by her mother who it was evident could not 
cope with being left alone with her children.  Such circumstances were more common at that time 
than today and many women accepted it as being their lot in life and endured it with stoic fortitude.   
 
For at least three of the women who grew up in families with a regular breadwinner and a 
reasonable standard of living the reports differed.  They reported being protected by their parents 
during childhood, although for one, sibling abuse continued into her late teens because her parents 
did not appear to be able to stop it occurring. This woman did however maintain a close relationship 
with her father, despite the fact that her parents did not report the sibling abuse to the authorities 
and she had an abortion at fourteen.  It is noteworthy that two of the women with supportive family 
backgrounds did not experience childhood sexual abuse and went on to have successful and affluent 
careers in adult life, despite adult sexual violence. These two women may also have possessed 
higher levels of self-confidence than other participants, as they both displayed attitudes of self-
belief that led them to achieve as they did.  Whether this could be explained by the fact that they did 
not experience childhood abuse is not clear.  In no way, however, can these results be seen as 
supporting the contention that better socio-economic status automatically predisposes women to 
better life outcomes where sexual violence is concerned, and this claim is not made.           
 
In conclusion, as they attempted to reach recovery across the lifetime, each woman’s experience 
differed in extent and intensity of impact upon her life, depending upon the balance of helpful and 
debilitating influences experienced across life.  Positivity of reports was commensurate with the 
degree of recovery participants reported having achieved.   
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If participants’ life experiences are viewed through the lens of a continuum between resilience and 
vulnerability, their reports include factors that exacerbate recovery and others that ameliorate the 
effects of earlier sexual violence, enabling for some a level of recovery with which they were 
satisfied. This does not infer that participants were confident that they would continue to cope 
superbly with life, with old age looming; however, many had garnered positive coping tools such as 
helpful spiritual beliefs, extensive support networks, and positive family relationships that offered 
hope that ageing might be a better experience than they had expected.  
 
3 Processes of Recovery 
Enquiries about participants’ self-assessed stage of recovery resulted in a division of the group into 
three categories based on self-reported recovery status.  The three groups were described as 
‘recovered’, ‘will never recover’, and an intermediate group that were ‘undecided’ about the stage 
of recovery they felt they had reached, for a number of reasons.  Factors identified as characteristic 
of each group assisted with analysis of interrelated factors at play in their lives during recovery.    
   
3a Participants self-identifying as ‘recovered’ 
Three women, W2, W4 and W8, described themselves as ‘recovered’ as they felt they were no 
longer affected substantially by the aftermath of earlier sexual violence on their lives, nor did they 
need to avail themselves of counselling any longer. Two experienced childhood abuse, one 
experienced sexual violence both in childhood and adult life, and one in adult life only. W2, 
speaking of reaching the end of her counselling, declared: 
‘How do I see it [counselling]?  When I look at it, with each hurdle I have achieved, I have 
climbed the mountain, and got over it.  Now I can laugh and really enjoy life, and it’s really 
good!  It showed me that you can go through all these traumas and there is light at the end of 
the tunnel. ‘Cause, at the time you’re going through it, you don’t believe that you’ll ever be 
able to cope.  Then when we [she and her counsellor] dealt with it, and when we finished – 
and it took quite a few sessions – it was like, ohh!  At last the mountains have come off my 
shoulders!’ 
Her rich use of metaphor brilliantly summarised how she felt about achieving the counselling goals 
she believed had led to her reaching recovery.   
 
Another participant (W4) was actively involved in helping other survivors through mentoring 
activities as a volunteer and retained her interest in women’s issues generally.  She reported: 
‘I’m really positive about the future.  I’m knowledgeable.  I’ve learnt things.  I’ve done a lot 
of healing.  And I have a strong belief that I’m being restored.  I’m off overseas next week, 
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and then next year I’ve got a whole series of adventures planned.  [voluntary work for the 
church]  And, yeh, it’s amazing.  So, like, I’m glad that I’ve lived this life to get it.’  
Of all the participants W4 was the most involved in volunteer work with other women.  
 
The self-reported effectiveness of therapy experienced over extended time periods appeared to be a 
common denominator in what they described as their ‘recovered’ status. These women could 
loosely be described as those whose experiences had been generally less severe and complex in 
nature, despite one being a victim of incest. 
 
3b Self-identified as ‘will never recover’ 
Another group of four women, W1, W3, W5 and W9, reported feeling they would probably never 
fully recover.  They considered that they would almost certainly need assistance for the rest of their 
lives.  Three of them experienced severe mental health impacts across their entire lives following 
long-term incest and/ or extremely high levels of physical and emotional cruelty during their 
childhood and teenage years.  The other had only recently commenced counselling for the first time, 
despite having psychiatric care early in her married life. She had experienced mental illness at 
various times across life, especially illness revived in later life. All these women were currently 
being treated by psychiatrists as well as attending counselling and reported extensive everyday 
impacts on their lives, such as depression and for three of them, dissociation.  W3 spoke about her 
prospects for later life: 
‘It’s probably that I do get so angry about, well, everything that’s happened in my life.  And 
I get angry with so many people.  It’s not just what happened to me as a child, but that’s 
what it all comes from: … just being a child and that happening to me.  But I suppose at 
times I think, I’ve gone through all this in life, and now, I just live in constant pain - with 
my spine, and now, my knee.  I think there’s times I’ll still need it [counselling].  Because 
there’s times that I just get so angry and bitter.’ 
She expressed ongoing feelings of unfairness about the long-lasting impacts of her extensive 
childhood abuse. 
 
Although these women felt they would never fully recover from the impacts of earlier sexual 
violence, counselling provides them with support with coping with these impacts as they age.  It 
must be noted, however, that the therapeutic needs of this group are likely to differ markedly from 
those of women whose experiences were less extensive, of lesser severity, and of shorter duration, 
and even from those experiencing sexual violence in adult life rather than in the formative period of 
childhood (Classen et al, 2005, p. 116).    
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3c ‘Undecided’ recovery group 
The intermediate or ‘undecided’ group consisted of three women, W7, W9, and W12, with varied 
counselling histories, unable to say they had fully recovered. They were ambivalent because they all 
occasionally experienced the need for further counselling when in crisis or as fresh issues arose.  
These women continued to experience on-going effects resulting from earlier sexual violence 
experiences but managed these relatively well.  Participants in this group did not feel they had fully 
recovered for a variety of reasons. W10, who had not experienced a great deal of counselling, 
expressed her feelings about recovery when she said: 
‘Yeh, I probably … haven’t ever really dealt with the trauma.  And I feel, whatever 
treatment you have, it was so long ago, would the treatment be able to help whatever the 
trauma was?  I dunno’. 
She did, however, reveal that she was considering attending specialised sexual violence counselling 
to help her deal with her remaining issues.   
 
This group felt uncertain about their future counselling needs, with complaints centred on 
inconsistency of services attended, or because they were not encouraged to disclose previous sexual 
violence histories with some counsellors or psychiatrists they had seen.  Being allocated a male 
therapist had for some resulted in inability to raise such secret and shameful issues. They reported 
finding that some counselling had been unhelpful or that they had been unable to access suitable 
counselling when they needed it.  These women had all attended several series of counselling.  For 
this group, the complexity of individual histories possibly contributed significantly to variable 
progress towards recovery across the lifetime (Briere et al, 2008, p. 226). Their experiences 
highlight the need for consistent responses to sexual violence that fully take into account individual 
circumstances and needs.   
 
The three groups experienced very different outcomes they self-assessed in terms of recovery.  
They accessed counselling for a variety of issues at different times in life, irrespective of whether 
the issue was seen to directly relate to earlier sexual violence experiences. Such prolonged and 
fragmented attempts to access appropriate sexual violence counselling demonstrates the contention 
in the literature that issues related to sexual violence, particularly in childhood, may constitute the 
core issue beneath many other symptoms being expressed (Herman, 1992, p. 119).  When 
counsellors fail to raise this issue with older clients it may not be possible to identify the triggers for 
some symptoms to point the way to more tailored responses to assist in recovery.    
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3b Factors that facilitated survival or recovery 
Background factors that potentially affect survivors’ chances of recovery can be described in terms 
of those that assisted and those that delayed recovery.  These aspects, related to vulnerability and 
resilience in relation to sexual violence in many cases, will now be discussed.    
 
Survival methods were discussed by half the sample.  Characteristics believed to assist recovery 
include participants’ personal attributes, including the circumstances of their upbringing, such as 
having at least one supportive carer in childhood (Kirby and Fraser, 1997, p. 25; Spaccarelli and 
Kim, 1995, p. 1179), or qualities developed through overcoming adversity through possession or 
development of personal resilience (Grotberg, 2008, p. 1).  Support received during difficult times 
was reported by participants as assisting with recovery (Valentine and Feinauer, 1993, p. 218).  
Another favourable factor that added to survival ability was personal spirituality (Kennedy, Davis 
and Taylor, 1998, p. 322). Delaying factors to recovery, by contrast, were frequently directly related 
to the adverse impacts of earlier sexual and other violence, particularly within the family, that added 
to participants’ vulnerability. 
  
A number of survival promoting characteristics were reported by participants.  Many women 
displayed resilience, strength, resourcefulness and a degree of stoicism that enabled them to deal 
with harmful on-going effects of earlier sexual violence which for many spanned many years.  
Stoicism emerged as an important characteristic for several participants (Harbison, 2008, p. 221). 
The following remarks offered by W3 explain how she survived earlier sexual violence: 
‘I’ve had one nervous breakdown, but I think it’s my strength that kept me going, and also 
[the support of] my husband.  For all my life, even as a little child, I used to think, ‘you 
will never break me; you will never break me’.’ 
Such determined stoic attitudes were typical of the era in which these women were raised 
(Harbison, 2008, p. 221) and appear necessary for long-term survival of sexual violence.  
 
Other explanations were suggested by participants for the presence of positive attributes in their 
lives.  W10 saw her own strength as emanating both from a positive upbringing and from spiritual 
values which were instilled in her as a child: 
‘Sometimes you get a strength from somewhere, you know, some spiritual strength.  But I 
prayed to my guardian angels to look after me, and to walk beside me and [enable me to] do 
what I needed to do.  Well … you know, part of it – my dad used to tell me that I could be 
anything I wanted to be.’ 
For W10 survival was something she knew would be in her own hands due to the secrecy 
surrounding the date rape she experienced on several occasions, due to social attitudes at that time. 
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She did, however, have the support of her father when he later learned of her predicament, even 
though she said it was not discussed extensively.   
 
W2 described her survival as a journey and also an opportunity for growth, learning and change: 
‘I look at it as a journey, a learning journey.  I believe that it’s so many things.  I’ve grown, 
saying that, and changed.  It changes you.  But, yes, being here and telling you and meeting 
my counsellor and the girls here - and we’ve got that new GROW group – I have to say, it’s 
all a learning journey.’ 
Her remarks also acknowledged the role of counselling and support groups in her recovery.  
 
Several participants mentioned the role of positive coping skills developed across life as aiding 
recovery.  One of the oldest in the group, W10 spoke of several concepts at once as she described 
the coping strategies she used to deal with three pregnancies due to date rape: 
 ‘I put away the anger and the fear, and thought, ‘You’re in this situation.  You’ve got to 
cope’.  And so, on my second time around, I thought, ‘You’ve got to cope.  You’ve got to 
walk your path and follow your path, and do what you want to do’.  So the third time: 
‘You’ve got to follow your path, do what you want to do’.  My ability, you know, to have a 
strong will, and be able to think of solutions for what’s in front of me, [even if] they weren’t 
always the right solutions.’  
As a single woman with little support, her coping strategies enabled her to avoid having her career 
decimated by three secret pregnancies that would have been considered scandalous at that time and 
which she said would certainly have resulted in dismissal from her job.  Many years later she sought 
counselling to help her to deal with the fear of discovery of her earlier history by her employers.  
 
Successful coping skills also contributed to participants feeling positive about continuing to grow in 
later life.  W9 said: 
 ‘More and more, I think, you know, this is a great time of life, … and I’d like to think that 
even at this age, personal growth’s still there.’ 
Through formulating suitable coping skills that worked for them, these women were able to survive 
the traumatic circumstances that occurred as they survived long-term sexual violence.    
 
Comments by nine of the ten participants on the importance of spirituality in their lives concurred 
with the literature that reveals greater interest in spirituality as common in later life (Dalby, 2006, p. 
4).  Stage theorists would maintain that this is part of achieving integrity rather than feeling despair 
as they attempt to reconcile life experiences prior to death, with accomplishment of wisdom the 
important goal as an outcome of achieving ego integrity in old age (MacKinlay, 2001, p. 113).  
Participants’ experiences of personal spirituality fell into two main groups: utilisation of spiritual 
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beliefs and practices across their entire lives, and the finding of meaning in personal spirituality in 
old age (Dalby, 2006, p. 4). Seven participants currently attended church regularly, and two 
described beliefs in alternate notions of spirituality such as Goddess worship or Earth Mother 
traditions.  Only one woman did not describe having a spiritual belief system in her life.  Indeed, 
several of the women had explored a wide variety of spiritual traditions across their lifetimes.   
 
For some women spiritual beliefs other than Christianity helped them during recovery.  W5 
described the beliefs that came to her late in life after a great deal of consideration of the concept of 
a Higher Power and the role of her beliefs in discovering her own self-identity:  
‘Buddhism is closer. But I don’t go to any religious things, really, but I think I am a spiritual 
person in a lot of ways.  Now I’m slowly getting in further and further till I’ve got to a sense 
of who I am, so that I can have integrity that’s me - because I couldn’t have had it before, 
because I didn’t know.  I wasn’t allowed to be this person, you know?  It helps ground me a 
little bit, that I can walk on the earth and say, you know, ‘The earth is my mother.  I am of 
the earth.’  ‘Cause finding who I was, was really important, and that was part of it.  It took 
me a long time to work out who I was.’ 
W5 revealed that distorted religious beliefs taught to her by her mother who was her sexual and 
physical abuser had done little for her well-being.  She described feeling a renewed sense of hope 
from her new beliefs which had broken her isolation and helped her to feel more a part of humanity.   
 
Spirituality has been discussed both in relation to coping (Kennedy, Davis and Taylor, 1998, p. 322) 
and being an intrinsic part of survival to old age (Gattuso, 2003, p. 176), although this literature is 
not extensive.  Some studies positively relate resilience to spiritual beliefs that sustain survivors 
through their experiences (Valentine and Feinauer, 1993, p. 218). Given the long time spans across 
which these women had suffered the impacts of having experienced earlier sexual violence and 
survived, it is not surprising that they described their spiritual beliefs and practices as coping tools. 
Since few were able to access continuous counselling, their spirituality may well have been an 
invaluable additional component of their healing journeys. 
 
One of the most commonly discussed aspects of later life concerns the development of wisdom 
through life experiences and the meanings for life that people hold in older age (Gattuso, 2003, pp. 
173, 174). There is no doubt that some participants, particularly those who now describe themselves 
as ‘recovered’, see themselves as having acquired wisdom through survival experiences.   
‘I believe that God has had His hand on me, and that He’s been very permissive with me, 
really, and allowed me to have all these experiences so that ... now it’s like, a wisdom.  I 
know I can reach out to other people on the journey, and … I can … empathise and be 
there.’ (W4) 
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W4’s remarks embody a section of psychological study of wisdom as a trait acquired through 
overcoming adversity in life (Linley, 2003, p. 604).   
 
Closely aligned with wisdom is the urge to pass on learning from years of experience to others with 
similar experiences.  Six participants reported volunteering as a way to achieve this, with mentoring 
of younger survivors paramount in their activities.  W7, who volunteered at the specialised sexual 
violence agency she attended for counselling and group work, spoke of her reasons for doing this: 
‘I felt, as an older person, the oldest person of the group, I felt I had a point to make.  I was 
always the oldest person around, you know. …  I wasn’t just this young woman, twenty or 
thirty years old that had a problem.  I had it, too.  I think, because I was so much older than 
the other ladies, I think it gave them heart, and a bit of comfort to know that, well, look at 
[her], she’s got on.’ (woman’s own emphasis) 
In passing on the wisdom of healing, these women felt that they had achieved a great deal in their 
own recovery and had assisted with that of other survivors. 
 
Nine participants reported highly valuing support they received either professionally or informally 
during their healing journey.  Support was not something solely gained through professionals; some 
found support through informal networks such as family, friends or church.  Formal support was 
attained through attending counselling, visiting psychiatrists regularly, or attending therapeutic 
support groups. W5 commented about support within groups as a necessary component of her 
recovery and the source of normalisation of her experiences: 
‘You don’t know.  You think - that’s life.  But like I said, I felt like I was alien.  And it was 
only when I first joined a support group for survivors that I began to feel like I was a 
member of the human race.’                   
 
Some participants indicated that there was an ongoing role for support groups in addition to 
individual counselling.  W9 expanded on this: 
‘I still think I need supporting.  I still think I need support to cope with my abuse.  Support 
as in counselling, as in going through group.’ 
 
Church and her pastor were further sources of support about which W1 commented.   
‘I can actually honestly say I can talk to him.  He’s got a lovely way, and … I know nothing 
about him, but I can actually talk to him about anything.  ‘Cause with him, it’s not only 
religious – you can still get … counselling from him, too.’ 
For these women, support was received from friends, counsellors, other survivors and their 
churches, all of which added to the effectiveness of individual counselling accessed. 
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In exploring factors enabling women to survive until late life, despite sometimes horrific abuse and 
on-going trauma reactions to earlier sexual violence experiences, a range of factors were identified 
as enhancing recovery in the face of considerable difficulty.  In order to obtain a balanced picture, it 
is also necessary to examine aspects of life experience that inhibited recovery and contributed to the 
fact that two thirds of the participants were ambivalent about having reached recovery.  
 
3c Factors that inhibited recovery 
A variety of lifetime factors unique to each woman were reported as delaying recovery.  For some, 
it was connected to the family background in which they were raised, as well as the social attitudes 
of their era.  An important personal recovery factor was the nature of individual coping across the 
lifetime, not all of which was positive. Mental illness after sexual violence and participants’ 
negotiation of this was discussed.  Additionally, revictimization occurred for the majority of 
participants.  
 
The effects of revictimization are significant.  The literature reveals that it potentially sets back 
recovery through retriggering of past sexual violence related issues (Chu, 1992, p. 265). As the 
effects of ageing impact more on life, the aftermath of revictimization may exacerbate attempts to 
achieve recovery as each violation retriggers unresolved trauma (Follette et al, 1996, p. 27).  
 
Patterns of revictimization of survivors of incest or childhood abuse in this sample reveal a number 
of trends. The term incest used here refers to continuing abuse of children by family members. 
None of the incest survivors reported that sexual violence commenced in their teens.  For four of the 
six childhood abuse survivors, sexual and other types of abuse had taken place since a very young 
age, and two incest survivors first experienced abuse within the family at about age ten.  Four 
childhood victims experienced long-term incest by only one perpetrator, from whom they were able 
to escape as adults. The literature cites that the risk of revictimization is approximately doubled 
(Herman, 1992, p. 111) for those who have already experienced sexual violence.  
 
Table 6 overleaf shows patterns of revictimization of participants, and shows that seven of the ten 
participants experienced revictimization.  
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Table 6    Revictimization histories 
 
Name Yes/ 
No 
Details Age at 1
st
 
S. A. 
Incest 
Survival 
W1 Y Sexual molestation 10 - 11 times in both childhood and 
adulthood 
6 – 7 years No 
W2 N Ongoing incest from childhood to teens by father  5 years Yes 
W3 Y Approximately 8 perpetrators in childhood and teens 
(including gang rape) 
3 years Yes 
W4 Y Sexual molestation twice in childhood, 2 attempted 
rapes in middle age 
12 years No 
W5 N Ongoing incest from childhood to teens by mother Baby Yes 
W7 Y Sibling incest from age 10 to teens, 1 attempted rape in  
middle age 
10 years Yes 
W8 Y Attempted rape by family member in adulthood & 
second husband in 50s, several exhibitionists, and 
attempted rapes by acquaintances as an adult 
24 years No 
W9 Y Incest on three separate occasions in childhood, 1 
attempted rape in  middle age 
Baby Yes 
W10 Y 3 date rapes as an adult, 1 attempted rape in middle 
age 
26 years No 
W12 N Ongoing incest from childhood to teens by father 10 years Yes 
     
A number of perpetrators were involved in revictimization.  The repeat perpetrator was not usually 
known to the women, despite the fact that the literature shows that a high proportion of sexual 
violence is perpetrated by someone known to the victim (Women’s Safety Survey, 1996, p. 34).  
W3’s childhood experiences reveal her mother’s de facto husband as the main perpetrator, although 
five perpetrators within her family or in family-like roles through foster care offended.  In addition, 
she was revictimized in her teens through a gang rape. The form of revictimization for W1 was 
sexual molestation only, on about ten occasions in childhood, her teens and adulthood. W8, who 
survived one perpetrator within the family and her second husband in mid-life, described repeat 
instances of exhibitionism and attempted rape by people she knew only slightly.  The two women 
who experienced only adult sexual violence both experienced it more than once.   
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The literature shows that victims of childhood abuse are more likely to experience revictimization, 
with incidence figures ranging from 30% to 68% (Gidycz et al, 1993; Herman, 1992; Wyatt et al, 
1992; Mandoki and Burkhart, 1991).  It is notable that three of the eight incest or childhood abuse 
survivors re-experienced sexual violence in adult life. This fits with the contention that sexual 
socialisation tends to predispose incest survivors to vulnerability to further victimization at some 
time later in life (Messman and Long, 1996, p. 399). One of the most important points about 
revictimization is that it frequently predisposes survivors to mental illness (Briere, 1988, p. 327 – 
334). 
 
One of the most commonly reported phenomena in this sample was mental illness that complicated 
recovery across life (Allers et al, 1992, p. 14), which for almost half of the sample continued into 
old age.  Mental illness is portrayed as occurring relatively frequently in later life (Kurst-Swanger 
and Petcosky, 2003, p. 162; Reynolds, Alexopoulos, and Katz, 2002, p. 28), and it may be that the 
this group’s high utilisation of mental health services reflects recruitment from clinical populations 
and requirements that volunteer participants had recently attended counselling to address sexual 
violence issues.  Eight of ten participants reported utilising mental health services at some time 
since suffering sexual violence.  Those who reported sexual violence earlier in life were more likely 
to have been referred for psychiatric care at that particular time due to the paucity of specialised 
sexual violence counselling then.  The passing of many decades since sexual violence was first 
experienced may have increased the likelihood of those who were revictimized having availed 
themselves of counselling on more than one occasion as fresh issues arose.   
 
The impact of mental illness in late life was reported by several participants through continuing 
emotional and psychological symptoms. Most of their comments expressed deep wishes for the 
mental illness to be resolved.  Some participants continued to use medication to help them cope: 
‘I’m on anti-depressants now.  I remember wanting to die when I was nineteen.  So I would 
have been depressed then, but I wasn’t on anti-depressants until probably the last eight or 
nine years that I’ve been to a psychiatrist.  She said I needed medication.’ (W12) 
 
Suffering mental illness is one reason why some ageing survivors of sexual violence may continue 
to require counselling or therapy as they age.  Mental illness appeared to be almost a normal part of 
life for some participants.  
 
Coping is a necessary element of survival until old age.  Coping took both positive and negative 
forms.  Some indicated they coped by distracting attention from problems through use of tension 
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reducing strategies that included excessive eating, drinking or sleeping as ways of avoiding stressful 
situations and soothing themselves. Other negative coping strategies included habitual use of 
dissociation when overwhelmed (W5 and W9), and for W12 addictive behaviours such as substance 
abuse were of assistance in coping.   
  
Factors connected to participants’ family history were frequently reported negatively.  Family 
attitudes to sexual violence appeared for some to relate to a family history of abuse throughout the 
expanded family. Clearly such factors had much to do with the women’s coping abilities, since the 
resilience literature posits that family background may be a positive indicator of children’s ability to 
handle trauma (Valent, 1998, p. 531). Family background also relates to the social norms and 
attitudes of the era in which participants were raised, where sexual violence was stigmatised and 
victims were not encouraged to discuss it openly (Beaulaurier et al, 2005, p. 67).    
 
In summary, survival histories varied between participants and within their accounts of ways they 
managed their lives across a lifetime of coping with the aftermath of sexual violence. Patterns 
revealed both positive and negative means of handling impacts that exacerbated or ameliorated the 
effects of earlier sexual violence that contributed to variable recovery levels at different stages in 
life.  Recovery appears to be a journey fraught with challenges, particularly across long time spans, 
and never more so than when simultaneously facing the added impacts of ageing. 
 
4      Recovery from sexual violence impacts while ageing 
Undoubtedly survival of sexual violence occurring earlier in life brings with it a plethora of issues 
that may be resurrected when facing new challenges related to ageing (Hunt et al, 1997, p. 2, 3).  
Reflection frequently occurs in late life on what has constituted individuals’ life experiences 
(Safford, 1995, p. 140), for these women, in the context of sexual violence survival.  Decisions are 
made about achievement of healing, losses are remembered (Aarts and op den Velde, 1996, p. 368) 
and mourned (Herman, 1992, p. 188), and a new sense of self is optimally achieved to enable more 
skilful negotiation of remaining life.   
  
Ageing in the context of unresolved trauma frequently brings a number of new issues to the surface 
in later life (Hunt et al, 1997, p. 2, 3).  The complexity of the issues with which some participants 
presented for counselling or therapy (Briere et al, 2008, p. 226) had increased by later life.  Much of 
the discussion of ageing involved the losses they had experienced at this time of their lives.  
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4a Losses of old age  
Loss in old age may be similar for survivors to those universally experienced by older people. 
Participants discussed losses that involved somatic or physical effects they connected to earlier 
sexual violence, as described in the section on the impacts of sexual violence (Krug, Dahlberg, 
Mercy, Zwi, and Lozano, 2002, p. 149).  Several faced relocation, which was a potential issue in 
terms of how they would manage when becoming unable to care for themselves.  W5 discussed 
this: 
‘One of the fears, of course, is that I’m gonna have to move, because they’re going to build 
[something else] here.  And that’s scary.  But what my hopes are?  My hopes are that I’ll die 
before I need to go into a nursing home.’  [woman’s own emphasis] 
For W5, caring for herself in the context of continuing severe dissociative identity disorder, which 
she managed with the assistance of support workers, required extensive expertise that was not likely 
to be available in a nursing home.  Her story highlights how earlier sexual violence has the capacity 
to radically affect the lives of survivors in old age.  At the extreme end of the continuum of 
vulnerability, she has demonstrated throughout life amazing survival ability. Nevertheless, she 
expressed her regrets about the aftermath of sexual abuse on her life:  
‘I’m even glad I’m alive, now.  I’m not glad that I had the abuse.  I mean, some people say 
they are, because it taught them so much. Well, it did, but it’s cost me too much.  You know, 
it would have been nice to not be so disabled.’  
 
Other impacts assailed these women as they entered old age, although the majority in their sixties 
had barely commenced old age and all continued to live independently and were in retirement from 
paid work. This meant financial hardship for those who had not been well enough to work for much 
of their lives, and for others loss of their identity and status from a time when they were employed 
in the paid work force.  Loss of spouse and significant others had occurred through death or divorce 
(Bar-Tur and Levy-Schiff, 2000, p. 263) for the majority, whether partners or other family 
members.  Loss of family support was reported as painful, seen as emotional estrangement from 
loved ones in the aftermath of sexual violation and family break-up. These losses impacted on their 
self-identity as they reflected back on their lives and speculated about the prospect of increasing 
dependence on others for well-being as they aged.       
 
4b Reflection in old age 
Later life, as discussed in the literature review, may be a time for increased reflection on the events 
of earlier life reported by some participants.  W9 comments:   
‘It’s certainly, you know, time to contemplate.  It’s a normal process, part of the ageing 
process, to go back to your youth. So this time is so amazing. I’ve had more time this year 
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… within these last six months, … time for contemplation.  It’s your last opportunity to 
clear the decks, isn’t it?  … And not only that, any older person would do that.’ 
 
As a result of their emotional development during recovery, late life became a time when 
participants’ resolution of issues related to earlier sexual violence was emphasised. It was also a 
time when they sought to realise meaning for their lives, as well as a sense of self and identity.   
  
4c Reconstruction of meaning and self-identity 
Reconstruction of the meaning of life was possible for some participants.  They described difficult 
negotiation of many troublesome periods in life over which they eventually triumphed to bring them 
into later life with a more optimistic frame of mind.  W4 said: 
‘I’m really positive about the future.  I’ve come to a part of my life where I’m free.  I’m free 
of relationship.  I don’t have to bother about that.  I’m free, I’m knowledgeable, I’ve learnt 
things, I’ve done a lot of healing.  I’ve come into a close relationship with God that has 
given me courage and hope.  And I have a strong belief that I’m being restored.  …  And 
already it’s coming true.’  
 
One of the purposes of counselling is to come to terms with one’s self-identity (Pearlman, 1993, p. 
10) so that a new sense of self is achieved after recovery, very salient to experiences in late life. The 
self-described recovered participants felt they had changed a survivor identity to one where they 
were free of the crippling effects of traumatic experiences.  W2 described her healing journey: 
‘I’ve learnt to put down different goals, and a new way to start again.                                  
No, not burying my head in the sand; making myself stronger, and getting blessed through 
the Lord.  …  So, I gained something, I guess, from that, but the spiritual dimension really 
hasn’t blossomed until quite recently.’ 
 
‘Successful ageing’ is achieved when manifestations of meaning across the life span are reviewed, 
organised, and evaluated in order to achieve integrity prior to death (Burnside and Haight, 1994, p. 
56).  As these women attended counselling, a new sense of self emerged for many that allowed 
them to face late life with renewed optimism. W4 commented on rediscovering her self-identity: 
‘What it does mean is that I’ve got a pretty fair idea how I’ll behave and how I’ll react, and 
things like that.  And I know what I like and what I don’t like.  And I know what I’m good 
at and what I’m not so good at. I know I can reach out to other people on the journey.  … 
And I can empathise, and be there. ’ 
Despite being in her mid-sixties, W4 was enthusiastically planning increased involvement in 
voluntary work within her church, as a group facilitator with women.   
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4d Mentoring others on the healing journey 
According to the literature, one of the natural tasks of late life is assisting others through wisdom 
accumulated across the life span (Brugman, 2006, p. 463, 465). Wisdom is said to be achieved 
when positive adaptation to trauma has been achieved (Linley, 2003, p. 604).  While continuing her 
healing journey as she continues to struggle with ongoing mental illness, W9’s hopes for the future, 
including voluntary work to help others, were simple: 
‘I’ve got my own voluntary work I like to do.  …  Independence - it’s terribly important.  I 
haven’t … looked into feminist groups here.  I think I’ll deliberately go and do a women’s 
studies group, or something like that, to keep me going.  So many women of like mind!  And 
perhaps just to feel motivated.’ 
She reported working as a volunteer telephone counsellor, despite ongoing health problems.        
 
Women reported on future hopes, despite the fact that survival exacted a significant toll on them 
personally.  The woman who had attended the longest period of counselling in the group summed 
up her hopes for the future as a survivor in this way: 
‘Probably just being with my family would be the main thing, to see them.  My children and 
grandchildren, and my brothers and sisters.  I can go and be with them.  Just do what needs 
to be done … whatever happens to me.’ 
In light of the fact that she has attended a wide variety of counselling and therapy across about 
thirty years, her life story centred on abuse illustrates a familiar pattern: that even in late life, 
survivors severely affected by their abuse may continue to require counselling to assist them to cope 
with the vicissitudes of life following sexual violence. 
 
In conclusion, the experience of these older sexual violence survivors revealed that in many 
respects their lives conformed to the possibilities that are posited as common for survivors of all 
ages.  Their experiences, however, illustrate some differences from survivors of other ages.  The 
long time spans during recovery led to varied therapeutic experiences due to extended counselling 
or psychiatric histories.  Although the need for continued counselling was related to the severity of 
impacts for some, it is equally likely that recovery was not achieved earlier because of the ad hoc 
nature of earlier counselling and inability to access counselling suited to their needs.   
 
All participants reported at least one physical impact they connected to sexual violence experiences, 
and many highly utilised the mental health system. Their sexual violence experiences showed no 
uniformity, nor their reports of counselling accessed, as might be expected late in life.  The 
following chapter continues the women’s reports by commenting on counselling and psychiatric 
care accessed and their opinions of its utility in assisting them towards recovery.   
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Chapter 7 
Counselling for Sexual Violence Issues in Later Life 
 
Ageing may differentiate older survivors’ counselling needs from the needs of younger women 
because of the nature of the impacts of sexual violence across the lifetime.  This is especially 
relevant to the counselling these older women were able to access and its effectiveness.  The 
discussion in this chapter outlines an analysis of participants’ experiences and perceptions about 
what was useful in counselling for them as older survivors. Their suggestions and recommendations 
for suitable therapeutic approaches and for counselling arrangements in general are outlined.   
 
An explanation of terms used in this chapter is warranted.  The term ‘therapy’ used by some 
participants is defined as a generic term representing both counselling and psychiatric care.  When 
the term ‘counselling’ is used, it refers to counselling accessed outside of the psychiatric system, 
offered by counsellors or therapists of various kinds.  Counselling is defined as facilitation by the 
counsellor of a client’s capacity to resolve personal issues themselves in a way that suits their 
individual needs, with the aim of recovery and self-empowerment.  Psychiatric treatment refers to 
care delivered by psychiatrists using bio-medical treatment models.  Some psychiatrists do counsel 
clients in addition to prescribing medication, and they may also utilise a range of alternate therapies 
such as EMDR (eye movement desensitisation and reprocessing) in working with long-term trauma 
survivors.  Psychiatric care is also differentiated from mental health counselling that offers support 
by mental health support workers or counsellors.   
 
This chapter addresses the second research question: 
‘What are participants’ perceptions about what constitutes counselling approaches that 
facilitate recovery from earlier sexual violence?’ 
 
An exploration of general aspects of participants’ experiences of therapy begins the discussion.  
  
1 Counselling experiences 
Participants generally reported complex counselling histories.  Many reported that they waited long 
periods of time before accessing services and some were not satisfied with services they accessed in 
facilitating resolution of their issues. The number of repeat violations reported across participants’ 
lives also appeared to complicate the quest for recovery.  The complexity of their needs may help 
explain why so many of the group accessed counselling many times up to old age. The process of 
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recruiting participants through counselling services meant that the composition of this group is 
skewed towards those currently using services but does not necessarily explain why members of the 
group reported such a wide range of counselling experiences.  The tendency for women in this era 
to withhold disclosure of sexual violence to counsellors for personal reasons may also have led to 
other issues taking precedence while participants attempted to cope with the effects of sexual 
violence. In some cases the link between earlier sexual violence and resultant problematic situations 
was not readily recognised by either party. Table 7 outlines important aspects of counselling or 
therapy accessed by participants.  Following the table, these aspects are discussed in greater detail. 
 
Table 7  Details of therapeutic experiences 
 
* R = regional    C = rural/ country    U = urban 
Residential location 1   =   where living at time of sexual violence 
Residential location 2   =   where living at time of interviewing.  
 
Participants offered a comprehensive picture of their therapeutic histories and feedback about 
counselling components they valued.  They discussed the timing of counselling, circumstances and 
processes of counselling including how services were accessed, its duration and focus, and whether 
Name  W1 W2 W3 W4 W5 W7 W8 W9 W10 W12 
Age at 
interview 
60 60 60 66 65 70 85 65 70 61 
Residential 
Location 1 * 
C C C C C C U R C U 
Residential 
Location 2 * 
R C C R U R U U U U 
Number of 
Violations 
10 –11 many many 4 many many 3 many 4 many 
At what ages? 6-7, 10, 
15 - 17, 
40s, 59 
child to 
teens 
age 3 - 
teens 
child, 
40s, 60s 
baby - 
teens 
10 - 
17, 
58 
24, 
50 
baby, 
4, 7, 
60 
26, 28, 
43, 57 
10 - 16 
Age at 1
st
 
therapy 
19 48 30 25 20 57 35 40 54 34 
Related to  
S. V? 
N N Y N N Y Y N Y N 
Years between 
S. V. & 1st 
Counselling 
12 43 26 13 20 47 11 40 28 24 
Referral 
source 
friend Centa-
care 
S. A. 
Crisis 
Line 
Church GP GP GP TV friend friend 
152 
 
it was relevant to sexual violence issues. The impact of residential location at the time of sexual 
violence on access to suitable assistance was also discussed, as well as counselling practices 
employed.  Psychiatric treatment and its merits were also discussed.  The role of aspects of their 
relationship with therapists and their practices, as well as appreciated personal attributes in 
counsellors and their importance was also explored. The chapter concludes with a section on 
participants’ recommendations regarding counselling.  These areas will now be discussed. 
 
1a Access to and timing of counselling 
None of the group accessed counselling or psychiatric care during childhood, although two visited 
general practitioners or psychiatrists for issues that the professional failed to connect to sexual 
violence in their teens. W1 reported that she was referred to a psychiatrist in her late teens when 
first married related to difficulties in her sexual relationship with her new husband. W5 was referred 
to a psychiatrist in her teens and was treated for anxiety.  
 
W5 highlighted the impact of the extent of professional knowledge about sexual abuse at that time: 
‘Even if he really had any idea what was going on – which he [the doctor] might well have, 
for all I know – what could he do about it?  He might not have, because the words ‘child 
abuse’ didn’t exist, you know?’ 
She reported visiting the family doctor frequently as a child and teenager without her mother’s 
abuse of her being acknowledged, even though physical signs were present.  No connection was 
suggested to earlier sexual violation, despite the fact that she spent time in hospital with abdominal 
problems after an earlier violent digital rape.   
 
No woman who suffered childhood sexual abuse gained appropriate therapeutic assistance until 
adulthood.  Several women mentioned that they felt the interval elapsing between sexual violence 
experiences and counselling impacted upon their ability to recover.  As shown in Table 7, the age of 
first counselling attendance ranged from age 19 to 57. The shortest interval for participants between 
sexual violence experience and receiving assistance was eleven years for W8, who experienced on-
going adult sexual harassment within her family. The remainder of the sample did not access 
counselling or psychiatric care for longer periods. The participant who waited longer than any other 
(W7) reported: 
‘It was forty-six and a half years before I told anybody.  If I had been able to tell someone, 
that would have put an end to it very quickly.’ 
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Despite attending many series of counselling during their lifetimes, when they were older many of 
the women remained unaware of services specifically tailored to their needs.  They reported having 
discussed sexual violence in the course of other counselling if they discussed it at all.  
 
The literature reveals that many ageing survivors do not reveal their assault to anyone (Schaffer, 
1999, p. 66). The barriers to receiving appropriate assistance discussed in the literature (Beaulaurier 
et al, 2005, p. 67) include the shame that women feel in disclosing personal violence in their lives 
(Zink et al, 2003, p. 1434, 1438; Osgood and Manetta, 2002, p.100; Elder, 2000, p. 34), as well as 
victim blaming commonly attached to sexual violence.  W2 also spoke of feeling like ‘just a piece 
of rubbish’ when she commenced counselling, echoing the lack of self-esteem present for many 
older survivors after many years wait to have counselling centred on sexual violence. Such feelings 
are highly likely to have affected their capacity to access counselling until their later years when 
discussion of this topic became more socially acceptable.   
 
First access to therapy was not related to sexual violence issues for six of the ten participants.  Of 
the four whose issues were sexual violence related, W8, the oldest participant, was referred by her 
general practitioner to a psychiatrist to discuss sexual harassment within her family; W10 sought 
assistance in dealing with stress related to having an abortion when she became pregnant as a result 
of date rape and its subsequent effects on her working life; and W7, who first sought assistance 
more recently, experienced her first ever counselling at a sexual violence service.  W3’s psychiatric 
referral as an adult was related to symptoms she experienced as a result of childhood sexual abuse.   
 
Despite undergoing therapy for other issues, many women did not disclose sexual violence 
experiences for decades, reflecting the age cohort norms of this group.  W7 discussed the personal 
impact of finally accessing counselling in her late fifties:    
 ‘It was a relief to know that I wasn’t the only person - because you believe this.  You believe 
that … it doesn’t happen to anybody else.  And I can understand why people are coming out 
now, after all those donkey’s years … and saying something.  Because it’s more acceptable, 
now, [and] you’re more inclined to be believed now than what you were.’  
Two participants (W9 and W12) spoke of not ‘hanging out your dirty linen in public’, a common 
expression in this age group describing discussion of experiences regarded as unsavoury.  The 
perceived need for secrecy due to fear of shaming and expectations of not being believed 
maintained their isolation and worked against their ability to discuss this issue in a timely manner.   
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Attendance at specialised sexual violence services occurred relatively recently for half the group, 
despite such services having been available in Australia for several decades. In earlier times 
counsellors and psychiatrists may not have recognised links between sexual violence and mental 
illness, emotional problems, and physical complaints with which their clients presented (Yuan, 
Koss and Stone, 2009, p. 2).  For seven participants the referral for counselling came from a general 
practitioner, friend, or the clergy, and one woman self-referred after learning about sexual assault 
counselling from television advertisements. Participants mostly failed to source appropriate therapy 
that made explicit the impact of sexual violence on many other life issues until after they had 
accessed several other types of therapy. One important factor influencing access to counselling was 
location. 
 
1b Impact of residential location on access to counselling 
Geographic location at the time of sexual violence was discussed for its effect on access to services.  
Living in rural or regional locations when sexual violence occurred may have been relevant to 
whether participants accessed assistance when younger, since fewer counselling agencies existed at 
that time, particularly in rural areas.  
  
Fifty to sixty years ago when these participants were young, most women were unable to access 
specialised assistance. Due to the possibility of lack of confidentiality in small communities 
(Ermacora, 1998, p. 40, 57) and stigma attached to experiencing this crime (Zink et al, 2003), 
participants reported suffering in silence even in childhood and keeping the matter secret or within 
the family.   
 
Half the sample resided in rural areas as children, but only two during adulthood, consistent with 
general demographic trends in moving from rural towards regional or urban areas in the late 
twentieth century (McKenzie, 1994, p. 43; Salt, 1992, p. 57).  Five lived in urban areas at the time 
of interviewing, which may have increased ease of access to adult therapy because of wider choices 
in the city.  W9’s choice of therapy was more eclectic than most of the sample as she tried various 
modalities and therapists to gain relief.  W3 continued to reside in a rural area late in life where she 
accessed the services of not only counsellors and a psychiatrist but was also part of a self-help 
group for incest survivors. W12, despite growing up in the city, did not find that urban location led 
to detection by authorities of incest by her father or offers of assistance when young.   
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Knowledge about services in later life did not appear to pose difficulty in accessing recent 
counselling.  It appears that the impact of location on accessing assistance is not the issue currently 
that it was in the participants’ youth.  Nevertheless, lack of services in most rural areas is not the 
norm today, although remote areas continue to be underserviced. Providing sexual violence 
counselling in rural areas, however, remains fraught with difficulty due to the conservative nature of 
rural residency (Neame and Heenan, 2004, p. 12) and lack of confidentiality.   
 
Overall, residential location appears to have contributed to women living in rural and regional 
locations at the time of occurrence of sexual violence not being able to access suitable therapy to 
deal with sexual violence issues in a timely manner.  Even so, urban women were not always able to 
access suitable services either, due to their scarcity at the time and lack of knowledge about their 
availability.  Specialised services for sexual violence appear to be better known today.   
 
1c Aspects of counselling provision 
Aspects of counselling were discussed with participants, including counselling duration, the length 
of time they attended services, and the appropriateness of therapy they accessed.  Debates about the 
merits of brief versus longer-term therapy for sexual violence issues in late life were also explored.   
 
Although interviews with participants covered all counselling experiences across life, the women 
had more to say about recent services, whether or not these were specifically aimed at addressing 
sexual violence issues.  All counselling accessed was included because of the possibility that older 
participants had raised issues linked to sexual assault with a professional in the course of therapy for 
other issues.  Some women also discussed psychiatric care as part of their therapeutic history. At the 
time of interviewing all participants were unable to afford privately offered services, so recent 
therapy was undertaken at low or no cost through government-sponsored agencies and community 
or church-based services. Several women had accessed private therapy earlier in life. In general, 
private therapy appeared to continue for longer, possibly because there was less rationing of service 
provision in this sector compared to the public sector.      
 
Participants were asked about their participation in longer or shorter term therapy, to explore 
opinions about the value of brief compared to longer-term duration of counselling. W12 said that 
she was able to attend an urban community health centre for eight years intermittently for newly 
arising issues, and W5 reported over eleven years with a private psychiatrist due to the chronicity 
and severity of her mental health issues.  Although these two women had attended their most recent 
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therapy for exceptionally long periods of time, other comments about duration of therapy indicated 
alternate ways of considering this question.   
 
Participants’ comments alluded to the need for flexibility, availability and accessibility in relation to 
counselling. Some felt that therapy was not likely to be complete after only one series of sessions, 
irrespective of the length of therapy in one time period or the type of agency attended.  W9 reported 
how she felt about the nature of her counselling: 
‘I would challenge about the long-term [nature of counselling].  …  I personally would 
think it’s there when you need it, rather than the long-term. … [But] accessible – yeh.  So 
you can monitor … and digest!  You know, for me, there isn’t that ability to take it all in. 
And that’s the way I feel about things, as though I have to digest them.  I have to [think]: 
‘Oh, yeh, I know, that connects.  Oh, right!  Yeh.  I had that, years back.’’    
 
The notion of therapy as ‘maintenance’ dominated this discussion, indicating participants’ concern 
about ability to access assistance when needed. This observation was echoed by W1 who said she 
expected to need further counselling since she was at the beginning of therapy. Further, W12, 
commenting on long-term therapy she continues to undergo, explained: 
‘It’s … been an on-going thing.  Because, as I’ve got older, now, you see, different things 
have happened for me to deal with - because I’m starting from that day.  It’s kind of like I’m 
never out of the woods, or something?  So therefore I’m always trying to get to know 
myself.  Like, I’m not always there.  Like, you know, my picture of youth is – I’m not 
developed.  You know, learning to know myself?  Well, it’s like I said, it’s a bit like 
maintenance, now.’ 
Her description explains why ease of attendance at therapy is vital in enabling survivors to deal 
either with new issues or old problems that arise anew. This supports the contention that 
intermittent counselling when needed may be more useful when addressing complex abuse 
histories.  
 
Even when women believed they had recovered from the effects of sexual violence, life 
circumstances sometimes exacerbated their ability to manage because of returning trauma effects 
(Schreduer, 1997, p. 17), indicating a need to re-access counselling.  W2, who described herself as 
‘recovered’, commented about her occasional need for counselling:  
‘I keep coming back every now and then.  Like, when I get really upset and things are 
starting to pull me down, I’ll come back in.  Because it is so easy to let things plough back 
on top of you, and you really need to work all the time on yourself.’ 
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W9, in discussing duration of counselling, felt that long-term counselling may not always result in 
increased effectiveness, and felt that it could completely miss the point if the impact of violence 
was not made explicit and therapeutic aims clarified. She described one experience:  
‘Let me say that therapist, when I made the decision to leave, wasn’t concerned … She 
admitted how much she’d learned in the ten years.  (I didn’t go totally for ten years, but I 
went on and off).  One of the big, big mistakes was that I didn’t know what was meant to 
happen.  And I kept getting this non-directive, ‘Nothing’s meant to happen.’’ 
W9 felt the reason that this longer-term therapy failed was not related to duration but was due to her 
therapist’s lack of skill and knowledge in addressing sexual violence issues. She also felt she 
needed signposts in therapy, and without knowledge about the focus of the therapy, extended 
therapy did little to assist her with sexual violence related issues.      
 
In contrast, the notion of longer-term therapy was also endorsed, in line with recommendations in 
the trauma literature related to the aged (Weintraub and Ruskin, 1999, p. 144; Hill and Brettle, 
2006, p. 287).  W4 reported:  
‘The one that’s healed me the most, I have to say, was the long-term therapy that went on 
for four and a half years.  The long-term nature is important … because modern day therapy 
is short and sharp and get it over and done with, and it’s cognitive therapy, and cognitive 
therapists don’t believe in analysts.  But I believe for me that it was exactly what I needed.’   
One of the purposes of the Jungian therapy W4 attended is to build a long-term equitable 
therapeutic relationship in which transference and counter-transference are actively utilised in the 
interests of the client to facilitate achievement of greater self-knowledge and self-realisation (James 
and Gilliland, 2003, pp. 10, 12).  However, with counselling offered cost-free in community-based 
counselling agencies, it may be less a matter of choice than availability. 
 
In summary, participants’ feedback about their therapy suggests that older sexual violence survivors 
may need more than one series of therapy to discuss sexual violence, in order to thoroughly address 
complex issues accumulating over time. Participants’ feedback was highly individualistic with 
regard to preferences for long-term or briefer therapy. There was no clear consensus about whether 
being unable to access continuous therapy for longer periods would be detrimental in terms of 
resolving sexual violence issues.  Their reports indicate that participants favoured on-going flexible 
access to therapeutic assistance as ‘maintenance’.  
 
1d Factors related to services attended  
A number of themes were identified in describing the type of services accessed.  These included 
choice in counselling services, policies about duration of attendance, the diversity of service types 
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accessed, the subject matter discussed, and the number of series of therapy attended.  Of major 
importance is the fit between the nature of assistance and perceived needs related to sexual violence 
survival over long time periods.  The service types discussed appear to bear some relationship to the 
degree of recovery reported by different participants, although no direct causal link is suggested. 
Table 8 gives details of the types of counselling attended and which types were more highly utilised 
by the group.  
 
Table 8 Therapeutic type and attendance 
Therapeutic type No. of participants attending 
Group work (other than therapeutic)  All participants 
Survivors’ therapeutic group  5 
Psychiatric treatment/ therapy 8 
Private psychologists (including Jungian psychologist) 4 
Specialised sexual assault counselling  5 
Generalist counselling 5 
General practitioners/ medical specialists 5 GPs + 2 medical specialists 
Hospitalisation in psychiatric facility 3 
Alternate therapy (e.g. Bodywork) 1 
Eye Movement Desensitization and Reprocessing  
(EMDR) (administered by a psychiatrist) 
1 
 
Participants’ histories showed they used a variety of agencies and counselling types with widely 
varying outcomes.  Instances of different types of counselling shown in Table 8 were frequently 
separated by many years, although individual details of this aspect vary considerably and are too 
complex to be shown in one table.  Participants were asked whether in their initial counselling they 
had a choice of agencies to attend and whether therapy addressed sexual violence or another issue.   
 
All participants attended therapy on more than one occasion. It appeared that counselling attendance 
depended upon the participant’s location and services in close proximity, as well as individual need.  
Seven women accessed both counselling and psychiatrists, with one woman receiving psychiatric 
care only, and two counselling only.  Psychiatric counselling was the only type of assistance about 
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which the oldest participant (W8) knew. Psychiatric treatment rather than counselling was the norm 
in the oldest age groups.  All participants accessed group work of some kind.    
 
Participants reported that their initial counselling mostly did not focus on sexual violence issues.  
Few participants connected their presenting issue and sexual violence initially, and the first service 
they attended dealt with the presenting issue at the time.  Only two women were first referred to 
services where they could deal specifically with sexual violence.  Many discussed sexual violence 
in the course of counselling for other problems. Only five women attended specialised sexual 
violence counselling, which occurred in late life for all of them. The comments of these five women 
indicated that dealing directly with sexual violence issues was seen as necessary in achieving 
recovery from complex issues related to earlier sexual violence.   
 
The number of series of therapy attended was also canvassed.  A series of counselling is described 
as a number of consecutive and on-going counselling appointments that continue for a period 
determined by the agency or the woman’s needs.  Participants attended several series of counselling 
across life, as shown in Table 9.  Self-reported recovery status is also included in this table.   
 
Table 9 Series of counselling attended and self-reported recovery status 
Name W1 W2 W3 W4 W5 W7 W8 W9 W10 W12 
Recovered           
Undecided           
No 
recovery 
likely 
          
No. series 3 3 6 4 many 2 2 6 3 6 
    
Participants attended between two and six different types of individual counselling in addition to 
groups.  Links between the number of series of counselling and reports of recovery do not appear to 
indicate that more series of counselling is necessarily more effective or a better fit with the 
particular issues of each woman.  It is more likely to reflect individual searches for suitable therapy 
to address sexual violence. It must also be acknowledged that individual recovery varies 
irrespective of differences in counselling circumstances, possibly due to the nature and severity of 
earlier sexual violence experiences and occurrences of revictimization.   
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The breadth of therapeutic experience reflects the process of recruiting participants.  Participants 
were recruited from a wide range of counselling and mental health, women’s and aged care 
organisations. EMDR and Bodywork are included as therapies once considered ‘alternate’ but now 
accepted as evidence-based in mainstream psychiatric and therapeutic practice for trauma survivors.   
 
The group of women undecided about their recovery status had diverse counselling histories.  W10 
had accessed very little counselling, W7 had waited until late mid-life to access her first counselling 
after the arousal of mental health issues that are now ongoing, and W12 had been attending 
counselling for about thirty years for a wide variety of issues that, while possibly related to sexual 
violence as the core issue (Herman, 1992, p. 119), focussed on her therapeutic needs under many 
different circumstances of life. As the most experienced counselling attendee in the group, W12 was 
clearly able to identify when she needed assistance and access it at that time.  The commonality 
within the undecided group was that they felt it was possible that they would continue to access 
assistance if new issues arose.       
 
Those who attended fewer series of counselling may have been assisted more effectively than others 
through the therapy they attended, thus requiring fewer sessions.  Equally, it may be that personal 
attitudes typical of that era, such as a tendency for abused women at that time to be stoic (Harbison, 
2008, p. 228, 229), enabled them to manage life without extensive therapeutic assistance.  One trend 
from Table 9 is that those who suffered debilitating mental illness across life appeared to access a 
wider variety of services. Alternatively, some women who experienced many series of therapy (W4, 
W5, W9 and W12) may have tried many different service types to find a suitable one, discussed 
sexual violence during the course of generalist counselling, or did not achieve a useful therapist-
client match at some services. A discussion of how participants experienced the processes of 
counselling and perceived its suitability in addressing the variety of issues suffered follows. 
 
1e Feedback on components of counselling 
A number of aspects of therapeutic intervention were explored to identify the elements valued by 
participants and the reasons for their evaluations.  Discussion included the relevance of therapy 
accessed, the value of support as well as therapy, the purposes participants attributed to counselling, 
and the degree of change achieved as participants continued their healing journey.    
 
Therapy accessed varied in the extent to which it provided an environment in which they were 
comfortable in discussion of sexual violence issues. Most participants attended a variety of agencies 
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before they felt at ease discussing sexual violence issues. Professionals mostly failed to enquire 
about sexual violence if it was not explicitly raised as a presenting issue.  W12 discussed this: 
‘When I … went first … I … thought that they would be able to help me with my marriage.  
That would have been in the eighties. ....  There were issues, why I was in conflict, and all 
that sort of thing.  So I went … for counselling … with my husband at the time.  The first 
one I went to with my marriage was only for a short time … because I went back [to] my 
marriage, and they gave us some things that we could do to maybe help us.  I went back and 
I had another child, and I did leave … about two years after that.  So I see, that [it] was like 
only a little bit of a band-aid, … because they really hadn’t dealt with my deeper issues, 
going right back, you see.  I don’t remember even thinking about that [sexual abuse].’ 
 
She said earlier therapy did not make explicit possible connections to either violence in her 
marriage, including incest of one of her daughters by her husband, or to her own earlier incest 
experiences. Such reports emphasise the need for workers to specifically enquire at intake about 
sexual violence histories (Jacobson and Richardson, 1987, p. 911), which does not appear to be 
widely practised (Gibbons, 1996, p. 1759).   
  
Eight of the ten participants reported appreciating support from counsellors in addition to 
therapeutic assistance.  In contrast to overt therapeutic roles, counsellors’ support is valued for its 
normalisation of events related to earlier sexual violence in addition to practical assistance offered.  
Irrespective of the variety of modalities used in counselling or whether it was counselling or 
psychiatric treatment they received, support was highly appreciated.  W5 summed this up: 
‘I found through the years it [therapy] doesn’t work until you’ve got the support system right.  
When you’ve got the support system right, there’s possibility for action and change.’ 
 
Receiving support suggests an ongoing relationship between client and counsellor and various 
agencies in providing assistance with everyday life.   
 ‘Support … definitely.  What, with friends, and with anybody.  Well, it’s good to have the 
… support of my counsellor here, that I can come here, support with the K. Club, that I come 
here with the belief, you know, for assistance.  [This agency] is a good support.’ (W12)  
Her remarks encompass various types of support seen as valuable by survivors. 
 
A number of elements of counselling were discussed. Some reported a search for possible solutions 
for issues troubling their lives through exploring, discovering and clarifying more resourceful 
options aimed at improvements in well-being, as suggested by Seden, (1999, p. 14.)  W10 reported 
that part of the value of talking things out was the knowledge that someone who could help was 
listening non-judgementally to what was said.   
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W9 felt that healing was a process that allowed incremental understanding, hence the identification 
of other options through continuing dialogue and reflection on its content.   
‘Sometimes we physically feel but emotionally we are so much slower.  And I think if you 
can use that almost in a psychological way, some healing takes place, but at a lower level, a 
deeper level, it’s slower.  Like the [layers of the] onion. I guess healing in that sense is a 
work in progress.  Absolutely. ’ 
This perception is likely to have been what lay behind W9’s participation in a variety of therapy and 
groups over several decades of her life.   
 
Several women, particularly those who described themselves as ‘recovered’, reported on changes 
achieved through therapy.  Change and growth were seen as indicators of therapeutic progress and 
their having reached turning points on the healing journey that gave them hope for the future.  W2 
described the relief she felt as she went through the change process:   
‘It was just such a great relief to be able to speak to somebody that wouldn’t tell me I was 
mad or I was insane or you’re making up a story or, you know, it was just good to know that 
somebody understood you.  I put it [the change] all down to counselling.  Because my 
attitude has changed, I don’t carry the world around on my shoulders anymore, I can smile 
when I feel that bad things are there, and I can speak to it.  I’ve finished with it now.  I don’t 
know about [being] bullet proof, but I do feel about ten feet tall.’    
Breaking the silence about sexual violence assisted her in achieving the change she felt was needed.   
 
In contrast, several women, notably those who had not accessed a great deal of assistance, discussed 
change more modestly as being able to ‘get by’.  W10 felt that she had been able to manage her life 
rather than make huge changes. She described her ambivalence about counselling for sexual 
violence: 
 ‘It’s managing life.  But, you know, I’m a fairly authentic sort of person in lots of aspects.  
But I’m not sure what it is, and I want to fix it.  And I’m not sure how to resolve it.  You 
know, I haven’t got … a clear picture that this is where I need to go.  And I’m not sure if 
sexual assault … is really the issue.’ 
She reported that low self-esteem had prevented her from marrying, which may have led her to 
identify a direct connection between this and early date rape experiences, and she was continuing to 
explore her life through self-help books and spiritual groups for women. 
 
For W1, change was more difficult to detect: 
 ‘There’s not really been much change, I don’t think, not deep inside.  I wish there was.  But 
I think you carry all this with you.  It can be bad at times, but sometimes you can lighten the 
load [through counselling].’ 
This woman believed she still had ‘a long way to go’, but these remarks expressed some hope that 
she would ultimately achieve change through counselling. 
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The key elements of counselling identified as valued were participants’ ability to raise the issue of 
sexual violence, being able to access support as well as counselling, and ability to achieve desired 
counselling objectives such as change and growth.  A further area of discussion concerned the 
efficacy of types of counselling accessed.   
 
2 Types of counselling attended 
Because sexual violence was a taboo topic for discussion in participants’ earlier years, many found 
that it was a difficult issue to initiate with professionals.  Many therapists at that time, unless 
specialising in the field of trauma, were not specifically trained to recognise and work with trauma, 
explaining the variety of counselling women had attended in their search for assistance.  
 
Sexual violence survivors were not recognised as trauma survivors until consciousness-raising in 
the seventies highlighted similarities between recognised trauma symptoms in combat survivors and 
those of sexual violence survivors (Herman, 1992, p. 29). The seriousness of the impacts of earlier 
sexual violence made it difficult to proactively locate suitable services, whether for childhood or 
more recent victimization, especially when further counselling was needed with trauma-related 
issues. The presence of sexual violence appears to have frequently gone undetected and thus 
unresolved, despite repeated approaches to therapists.     
 
W9 reported that a psychologist she saw intermittently for many years largely neglected sexual 
violence issues but admitted to learning about its dynamics through working with W9:   
‘There was lots of therapy that was lost, and we didn’t deal a great deal with abuse.  Like 
my anger – she avoided it.  [But] she admitted how much she’d learned in the ten years.’ 
Since anger is a common issue for sexual violence survivors (Blume, 1990, p. 130; Bass and Davis, 
1988, p. 123) it was fortunate that W9 was later able to locate therapy addressing this issue, as well 
as an informative survivors’ support group.  She nevertheless continues to struggle with mental 
illness directly related to incest.   
 
Counselling types reported as attended by participants are shown in table 10 overleaf.  Section A 
shows utilisation of psychologically oriented therapies, and Section B shows types of counselling.  
 
 
 
164 
 
Table 10 A    Types of therapy – psychological therapies  
Names W1 W2 W3 W4 W5 W7 W8 W9 W10 W12 
Private Psychologist           
Psychiatrist           
Mental Health (not 
psychiatrist) 
          
 
Table 10 B  Types of therapy - Counselling 
Names  W1 W2 W3 W4 W5 W7 W8 W9 W10 W12 
Specialist Sexual  Assault           
Bodywork           
EMDR           
Jungian           
Creative Therapy           
Family Court            
Family Planning           
Grief and Loss           
Relationship           
 
The types of counselling attended by participants may be divided into five main categories that 
describe the functions of these therapies.  They were the talk therapies; group work; creative or 
expressive therapies; therapies once regarded as alternate, such as eye movement desensitisation 
and reprocessing (EMDR) and bodywork; and specialised sexual violence counselling.  Five of the 
six counselling modalities focus on one-to-one contact. Individual counselling types and group 
work are shown, and the components appreciated by participants are discussed. 
 
It may be possible that in earlier times suitable therapy to address sexual violence issues was 
difficult to readily locate.  With provision of government funded counselling services less common 
in earlier decades, members of lower socio-economic groups could not afford private therapy.  
Many of the group would fall into this category.  The variety of therapeutic specialties available has 
proliferated recently, hence participants’ ease of using several types of therapy currently, 
heightening the possibility of accessing counselling where this issue is understood.   
 
2a Talk therapy 
Talk therapy was reported by most participants as the type of therapy they attended. Most generalist 
counselling appeared to be variations on talk therapy, with specialised sexual violence counselling 
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also classified similarly. Overall, there was little discussion about the characteristics of particular 
therapies, for example, cognitive therapy, as most participants did not name specialised therapies.  
Exceptions were W12 who spoke of doing inner child and Gestalt therapy without specifically 
naming them as such; W9 who discussed the processes of a Gestalt group she attended; and W4 
who described the purposes of Jungian therapy.    
 
Talk therapy was discussed in various ways by several participants:  W8 reported:  
‘I said to him [psychiatrist], ‘Don’t I have to do anything?’  He said, ‘No, I’m just going to 
talk to you.’  And that’s all he did.  He did put me on some tablets … at certain times, but it 
was mostly talking.  So I realised that, if you can talk about it, that’s therapy.’ 
For W8 talking her problems out was the most valued part of counselling. W1 also discussed 
talking about problems.  She reported of her psychiatric visits: 
‘Talking it out fixed a lot of things up that way.  It’s getting all the stress out, by talking 
about it.’ 
Despite general lack of awareness of particular techniques used with them in therapy, these women 
appeared simply to trust that their therapists’ techniques aimed at bringing about their recovery.    
 
Safety to verbally express feelings in counselling was also strongly valued.  W4 reported: 
‘I don’t know how to speak it.  Because it isn’t like an everyday conversation!  It isn’t 
something you just say, ‘by the way’, is it?  You only do it in a counselling session, or in a 
therapy group, or in a really safe place.  And there aren’t a lot of safe places!  Somehow or 
other, it’s just whatever comes up, I just divulge it more.  And healing happens really fast 
when you do that, when you tell the secret to someone, and you’re still acceptable, something 
or other happens, and you’re OK.  You heal.’   
W4’s point about the need for safety in counselling to enable disclosure of sensitive experiences has 
been reported as a necessary component of addressing sexual violence (Herman 1992, p. 172, 173) 
because of the risk of traumatisation. Talk therapy embodies disclosure of sexual violence and as 
such was an important beginning point for these women.    
 
2b Group Work  
Overall, groups were attended by all participants at some time and their usefulness was highly 
evaluated. Many saw groups as a valuable addition to therapy, particularly after long periods of 
counselling.  Groups attended were not all therapeutic, with some devoted to personal or spiritual 
development, support or psycho-education. Therapeutic groups were mostly offered in specialised 
sexual assault services and were attended by five women.  W5 and W9 attended a group for people 
with dissociative identity disorder linked to childhood abuse.  Mutual self-help groups for incest 
survivors run by community volunteers were attended by W3 and W9.   
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Sexual assault survivor groups provided a wealth of benefits, such as information, education, both 
formal and informal support, and an opportunity to work therapeutically on their issues within a 
safe environment (Brandl et al, 2003, p. 1494).  Groups utilising creative modalities were valued 
most, for their innovative approaches to sexual violence issues that provided opportunities to 
express suppressed emotions through creative techniques (Brandl et al, 2003, p. 1498).  Informal 
support away from the group was also provided through friendships between group sessions 
(Duncan and Mason, 2011, p. 21).    
 
Participants saw group work particularly in terms of support, education and normalisation (Knight, 
2006, p. 23; Yassen and Glass, 1984, p. 244, 245). W5 compared the value of one-to-one 
counselling and group work, and expressed her appreciation of group work: 
‘I think mostly the group [was appreciated], that the group and the psychiatrist together has 
been the help, you know … because I had learned I was unlovable, and in the group, they 
loved me.  Oh, very supportive: everybody in that group was considered to be a really 
precious treasure.  Acceptance was an extremely important part of it.  I mean, until I started 
going to any group at all, I didn’t know that I was part of the human race.  I thought I must 
be some sort of changeling or alien or something.  [Group understanding is] so important.  
The psychiatrist couldn’t help me with that.  It had to be a group of live people.  Which is 
why I think groups for all sorts of things can be extremely useful, very, very healing.’    
 
Group processes revealed commonalities and focussed on normalising personal experiences to 
minimise isolation (Dominelli, 1989, p. 302). Aspnes and Lynch (2007, p. 343) commented about 
the role of mutual support, which was echoed by W3 in discussing a self-help group she attended: 
‘Really, why these groups are so good, I believe that we counsel each other, because we’ve 
been there, we’ve done that.  And I do also believe because, like, if you’re an alcoholic, the 
people who are running the meeting are usually ex-alcoholics themselves [or] drug addicts, 
the whole thing.  And I think that is the best, because someone who comes from a lovely 
airy-fairy life and everything seems so perfect for them as children and as they’ve grown up, 
I don’t think they understand as much.’ 
Her comments referred to empathic understanding provided by both the group facilitator and other 
group members. Mutual support is a concept much discussed in early feminist writings as important 
in providing support for survivors (Duncan and Mason, 2011, pp. 21, 23; Knight, 2006, p. 22). 
 
Participants observed the capacity of group work to reveal unforeseen possibilities and 
opportunities outside one-to-one counselling. W7 preferred group work to individual counselling, 
and spoke of appreciating the mutuality of participants’ experience (Brandl et al, 2003, p. 1493) 
with which she could identify while attending survivor groups: 
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‘I think what I found more helpful than individual counselling was group counselling.  That 
was the biggest turning point of all … to go to this group.  Whilst I got a lot out of [seeing 
the counsellor], I needed the group.  The group was the answer to 99.9% of my problems.  
Because it had been going on for so long and I hadn’t related to anybody about it, … I was 
so used to holding it in, … [and] I found it very difficult to talk to people … one on one.  … 
But there’s things that I had forgotten about, and … when someone else mentioned it, … 
you know, a couple of words maybe, it opened another door for me, and I felt better.  Well, 
it was a relief to know that I wasn’t the only person, because you believe this.  You believe 
that you’re the only person and it doesn’t happen to anybody else’. 
 
Irrespective of the type of group, participants reported benefits.  The camaraderie allowed the 
women to break down isolation and receive support from each other, as well as from facilitators, 
about similar experiences.  The support and mutuality of group work is particularly important for 
ageing women who have been silenced for many years by the stigma of sexual violence (Duncan 
and Mason, 2011, p 19).  Group work also provides a break from one-to-one counselling whilst 
broadening and reinforcing the therapeutic or educational experience.  
 
In summary, one-to-one counselling may be offered through a variety of modalities that the women 
evaluated from their own experiences. These included creative and expressive therapies; specialised 
responses to experiences of trauma; and specialised counselling related to earlier sexual violence, 
often conducted from a feminist perspective.  Assistance for mental health issues is discussed in a 
later section. 
 
2c Creative and expressive therapies 
Creative and expressive therapies are often seen as ways to facilitate the catharsis of internalised 
emotion (Pearson and Wilson, 2008, pp. 5, 6; Courtois, 1988, p. 192).  Three participants reported 
experiencing creative or expressive therapies, which encompass techniques such as art, drama, 
music and sandplay or symbol work. W4 mused that an early technique suggested by one of her 
psychiatrists was journalling, a commonly used creative technique in contemporary 
psychotherapeutic approaches (Adams, 1999, p. 2). 
‘He [the psychiatrist] encouraged me to write things down.  It was the best thing he ever did 
for me.  Now it’s called journalling, and everybody does it.  But I learnt that when I was 
twenty-five and I’ve never stopped.  And it’s been a real blessing.’ 
 
W5, the most severely affected by childhood abuse, effectively used art and writing poetry to 
express emotion (Pollen, 2006, p. 184).     
‘Sometimes you can learn other people’s techniques.  And sometimes that’s useful, and 
sometimes it’s not.  But it’s a creative process.  Everybody has to create their own healing.  
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And the resources – it’s all within us.  It’s just that we’re trying to unlock them.  So, you 
know, [in the group] we’d come up with ideas.’ 
She achieved a measure of catharsis through vivid paintings and poetry that expressed the shocking 
details of her childhood abuse, assisting her to come to terms with the impacts.  She also used her 
art at community information stalls highlighting mental illness, greatly enlightening audiences. 
 
Creative techniques are frequently employed in group work with survivors of sexual violence to 
encourage emotional release.  This type of work was especially appreciated by W7: 
‘Another day [at group] we had to let our anger out.  We had a piece of clay, and we pounded 
and really belted that piece of clay.  Oh, it felt good.  And I thought that was a good exercise.  
Quite often, we did work sheets about how we felt.  And we’d be writing … dreams down.  
We used flash cards sometimes, too – did charades a couple of times.  That was always a lot 
of fun.  But the art – to try and put things on paper, sometimes, is mighty difficult.  There’s so 
many ways you can help that’s more than just sitting and talking to somebody.’ 
The efficacious nature of such techniques is supported by the counselling literature (Courtois, 1988, 
p. 192) as effective in promoting recovery.  
 
2d Specialised approaches for entrenched trauma 
For sexual violence survivors with entrenched trauma-based issues, specialised approaches have 
been used efficaciously.  Although a range of specialised approaches exist, EMDR and bodywork 
were the only ones mentioned by participants. EMDR was experienced by only one participant, 
although it is frequently promoted as useful in safely processing long-term trauma effects (Korn, 
2009, p. 273). This evidence-based modality is offered by psychiatrists or specially trained 
psychologists or counsellors.  EMDR is an adaptive information processing modality that aims to 
create new memory associations through attempting to integrate ‘all past, present, and future 
aspects of the presenting problem’ (Shapiro and Maxfield, 2003, p. 197). This modality is effective 
in treating post-traumatic stress disorder, a common experience for survivors (Mullen et al, 1988, p. 
845). W5 underwent EMDR administered by a psychiatrist and positively evaluated the use of 
EMDR in treatment for dissociative identity disorder, with the following caveat: 
‘I found that EMDR was very useful.  As far as I’m aware, the theory is that it does something 
that makes your brain process things more quickly.  But sometimes it’s not a good idea.  
Because, you know, sometimes a person has to be ready and able to cope.  I just couldn’t 
believe what I was seeing in front of my eyes.  I mean, the memory coming back was so vivid. 
And it was terrifying.  I mean, I fainted, when I was having the EMDR.’ 
W5 recounted how the psychiatrist had used EMDR to assist her to place memory fragments within 
their context in her abuse history to enable her to work through the attached trauma.  She believed 
this was particularly useful in management of her dissociative identity disorder.  
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Body-based or somatic psychotherapy was also utilised by W5 in an attempt to find ways to address 
somatic dissociative symptoms.  She disclosed that bodywork was particularly effective in working 
with the body-emotion connection (Price, 2005, p. 46, 47). 
‘One therapy I did with one particular person was really good.  We did some stuff about my 
coping with people, and it was an eye-opener about my body connections.  I could see that 
different muscles were relaxing.  But then she walked closer, one step at a time, and I could 
work out exactly what was happening, you know, with my body.’  
Links were identified by W5 with somatic symptoms originating from childhood abuse (Price, 
2005, pp. 46, 47) for which she had no other explanation. She reported on the usefulness of 
massage, sometimes used in bodywork, to relieve some of her physical symptoms: 
 ‘A lot of the massage of my legs, a lot of pain’s come out, and a lot of memories connected 
with floggings and things like that, and bootings, and sometimes the sexual abuse, and stuff 
like that.’ 
 
Bodywork helped to reveal to W5 information about the physical impacts of sexual abuse on her 
body and its relationship to symptomatic manifestations.  It was only part of a range of treatments 
she received throughout her adult life to address the significant impacts of childhood abuse. 
Nevertheless, it appears incongruous that such techniques with evidence-based utility for women 
with trauma-related issues are not more widely used with older women, especially for those with 
long-term, entrenched issues. 
 
2e Specialised sexual violence counselling 
Counselling at specialised sexual violence agencies was attended by half the participants. Many 
such agencies practice from a feminist perspective (Dominelli, 1989, p. 302), recognising that 
effective counselling for this issue incorporates not only individual aspects of experience but the 
structural effects of societal attitudes that are embodied in sexual violence (Walker, 1990).  Older 
women in Australia have not been as exposed to feminism as younger women (Mears and Sargent, 
2002, p. 28) so they may not recognise feminist practice perspectives as such, reflected in the 
absence of women’s comment on this type of practice.  Although participants discussed women’s 
roles and three women understood the meaning of feminism which they mentioned in interviewing, 
the gendered nature of society and its effects such as sexual violence were not discussed 
extensively.  This is not to say that such factors were not indirectly revealed through their stories.   
 
Several participants discussed their impressions that women’s roles in life are often gendered.  W9 
spoke about her recognition that her experiences aligned with gender oppression: 
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‘My mother was very much like that, and many women of her era: you know, the woman’s 
role was very much subjugated to the man.  You know, the church did that, so as my 
mother’s offsider, I could have gone that way as well.’ 
W12 also recognised the effects of female role socialization in her experiences. 
‘The male is the provider, and the female protects the … emotional hurt, and, you know, 
soothes the emotional hurt. … [But] as we get older, we learn to do that for ourselves.’ 
 
W12 demonstrated a solid understanding of the impact of gender role socialization through her 
many years of counselling, particularly with a female counsellor who herself was a survivor of 
sexual violence, although this counselling was not offered in a specialised sexual assault 
counselling agency.  It was evident from participants’ stories that most had maintained traditionally 
gendered role expectations as wives and mothers throughout their lives that appear to be common 
for the majority of women of this era. 
 
Particular aspects of counselling upheld by specialised sexual violence agencies were appreciated 
by participants.  Approaches used in specialist sexual violence counselling mostly focus on client-
centred empowerment approaches, with an emphasis on self-determination of women to maximise 
control over their lives.  W5 commented on self-determination and empowerment: 
‘They want to empower you.  You know?  That’s very healing to have that.  That’s very 
helpful.  It’s not so helpful to have one who needs people to depend on them.   Always 
encouraging you about the things you’ve come up with yourself and the things you’ve 
decided to do yourself that you think are helpful, … respecting your decisions, and saying, 
‘There, you can do it.’’   
 
An important practice component is awareness of power differentials between counsellor and client, 
frequently mentioned in feminist literature (Dominelli, 2002, p. 13). Participants appeared to 
recognise how this played out between counsellors and clients.  For W2 it was recognition of such 
relationships that was important in counselling she had experienced: 
‘I don’t know how you do it, especially, you know, the power.  And that power thing can be 
absolutely amazing.  And that for me is an abuse to the person.  Power relations are very, 
very important. Very important, you know.’ 
 
Counsellors displaying attitudes that focused on equalising power relationships were valued for 
their role in empowering women to make their own decisions.  Awareness of power dynamics was 
important for W4, who spoke of her Jungian therapist: 
‘He didn’t counsel me.  He didn’t tell me what to do - because everyone in my whole life had 
told me what to do.  … The delicious thing was knowing that he allowed me to find myself, 
while he waited with me.’ 
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Accompanying women while they develop the capacity to take control over their own lives is an 
integral component of therapy aimed at overcoming the debilitating effects of sexual violence 
experiences that incorporate the negative effects of manifestations of power and control over 
another person. 
 
Feminist practice is also egalitarian, recognising that women are ‘experts’ on their own lives and 
needs (Worell and Remer, 1992, p. 94). W2 discussed her appreciation of this aspect of counselling: 
‘The girls [counsellors] being so understanding, accepting me as I was, no forcing of 
opinions.  When we stand and we talk to one another, away from counselling, you feel as 
though you’re not beneath them, you’re on the same level.’ 
W7 also appreciated this aspect of the relationships she enjoyed with her counsellors at a 
specialised sexual violence agency. 
‘They don’t go into this jargon that, you know, I don’t understand what they’re talking 
about.  And I think that’s important that they are on the same level in their speech.  And they 
don’t look down on you.’   
    
For older women who have been silenced for much of their lives on this topic, it may be a relief to 
realise that counsellors at such agencies will believe them and respect their experiences as authentic 
and part of their lived history.  W4 mentioned this: 
‘To be able to feel safe enough to trust, or for you to give me that sense that I can tell you, 
no matter what, and you won’t run away, basically - the abandonment.  And that you’ll 
believe me!  That you’ll actually believe me, not that other person. … That is also an 
important part for a counsellor: they have to believe everything - even though it might sound 
off the wall.’ 
Although most participants would not have recognised that specialised sexual violence counselling 
embodied all these characteristics that are seen as feminist in orientation, although not exclusively 
so, they were nonetheless highly valued by the women.    
 
In conclusion, whatever the type of counselling or modalities utilised, some participants 
experienced a wide variety of counselling prior to feeling they had been understood for the way that 
the aftermath of sexual violence had impacted on their lives.  A number of topics other than sexual 
violence were discussed in counselling they attended, according to the events and issues arising in 
their lives at the time, and all but W8 had accessed more than one type of counselling or therapy.  
The reasons why participants attended the services they did, the barriers to attendance, feedback 
about particular types of counselling valued by the women, and the characteristics of their 
counselling have been discussed.  Although aligning with characteristics of counselling or therapy 
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widely valued in the literature, some differences were also noted, especially in specialised sexual 
violence agencies.   
    
3 Care and treatment for mental illness 
It was necessary for many participants to access psychiatric treatment or ongoing support by 
community mental health workers in addition to other types of counselling.  This section discusses 
participants’ experience of psychiatric or psychological assistance.   
 
Participants’ experience of services for mental illness varied.  All but two participants (W2 and 
W10) reported seeking assistance from either psychiatrists or mental health support workers, 
although W2 also reported attending a GROW group for people with mental health issues. She did 
not disclose accessing mental health counselling or treatment. Four participants concurrently 
attended specialised sexual violence counselling and psychiatric treatment and care, with eight 
participants having accessed mental health services or psychiatric care at some time.  Three women 
also attended an agency that offered mental health support by therapists other than psychiatrists. 
Several women utilised both psychiatric and mental health counselling, as well as five women who 
attended therapy with psychologists.  Those who saw private psychologists for varying periods of 
time mostly encountered limited knowledge of ways to address sexual violence issues. The 
frequency of attendance of the latter was surprising, since such services were mostly obtained 
through private practitioners, although at a younger stage of life when affording this was more 
possible than in old age. 
 
Four were also hospitalised in psychiatric facilities for varying but usually brief time periods, 
although the women mostly did not believe their symptoms were recognised by staff as related to 
earlier sexual violence.  W7 described her daughter’s reaction after an attempted sexual assault 
when she was in her late fifties. 
‘All of a sudden, your mum is a quivering mess and in a psychiatric ward.  She’s going 
insane, she’s going mental, all this sort of thing.  I feel that [childhood sexual abuse] had a 
lot to do with it.’   
  
It was not unexpected to find that most of the women availed themselves of psychologically based 
services.  The literature reveals that around 80% of women who attend mental health services report 
having suffered earlier sexual violence (Victorian Department of Human Services, 2006, p. 8).  
Symptoms of mental illness resulting from accumulated trauma effects may co-occur with different 
types of abuse:  physical and emotional abuse in addition to sexual abuse (Rodriguez, Ryan, Van de 
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Kamp and Foy, 1997, p. 58); multiple victimization experiences (Follette et al, 1996, p. 33; Briere, 
Kaltman and Green, 2008, p. 226); victimization over multiple developmental periods such as 
childhood and adult life (Schumm et al, 2006, p. 833, 834); and extended periods of childhood 
sexual abuse, as with incest. Variations of these experiences were reported.  In light of the extended 
time frame of unresolved issues, psychiatric care or counselling may have been vitally important in 
facilitating recovery.  
 
A number of salient facts about sexual violence and mental illness were reflected in participants’ 
reports.  Mental illness is a common after effect of sexual violence (Polusny and Follette, 1995, p. 
158).  Three participants, W3, W5, and W9 reported suffering mental illness for most of their lives, 
and five (W1, W4, W7, W8 and W12) reported return of mental illness when a crisis was 
precipitated, which for two women (W1 and W7) occurred in later life when they faced fresh threats 
of sexual violence. All but one who received psychiatric care reported a history of incest or 
childhood sexual molestation, and the other, W8, being the oldest participant, accessed psychiatric 
care due to the absence of other types of counselling at the time of her adult assaults.  
 
In confirmation of the literature, women who suffered incest or childhood abuse experienced greater 
need for on-going mental health treatment than did those for whom assault occurred only in adult 
life (Casey and Nurius, 2005, p. 50).  Several women who suffered chronic mental illness had seen 
psychiatrists for most of their lives. There was no obvious utilisation pattern among those accessing 
assistance from psychiatrists or mental health workers. Attendance mostly appeared to be 
opportunistic as women sought any type of assistance available at the time to help them with 
distressing symptoms. 
 
Seven participants used the mental health system intermittently, according to the stressors that 
precipitated fresh distress, and for some, many years elapsed in between acute periods.  W12, who 
attended counselling many times when she experienced new difficulties, said this: 
‘As I’ve got older, now … different things have happened.  Like, six years ago I lost my 
daughter, there has been my son - I still don’t see him - so therefore other things have 
happened for me to deal with.’ 
Her remarks illustrate the fact that impaired coping ability may predispose some participants to 
renewed need for therapeutic assistance after fresh issues are triggered.  
  
It was expected that a number of participants would report relying on medication, given their 
therapeutic histories. For women whose lives were seriously affected by earlier abuse, medication 
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was frequently regarded as necessary, but not as a stand-alone method of dealing with their issues.  
W12 commented about the balance needed between use of medication and counselling: 
‘I don’t believe I could just take drugs … without having to do work on myself, and seek 
help when I need it.’ 
W5 also commented on this: 
‘You get psychiatrists who see you for five minutes and diagnose and prescribe pills.  … 
OK, that might be fine for some people, but I needed to talk about it.  I needed to get to the 
root of it all, to be able to unlock some of it.’ 
 
Although value was seen in medication in crisis situations, others expressed reservations about 
using medication alone. W4 explained her experiences with being on medication without 
accompanying counselling. 
‘The doctors that I went to just kept giving me sleeping pills and things to calm me.  And I 
also have found that I’m very sensitive to drugs, and so, like, I’m thinking I’m being over-
medicated. And in the beginning, I realise now that I just needed someone to talk to, because 
of my childhood experiences.’ 
 
With substance abuse being one of the common responses to coping with the aftermath of sexual 
violence (Osgood and Manetta, 2000, p. 72), it is understandable that some survivors prefer to 
manage without medication due to fear of falling victim to the effects of prolonged use of 
prescription medication.  For others medication appeared necessary to assist with management of 
their particular mental illness.  For those who used both therapy and medication together it appeared 
to work effectively to assist them with the aftermath of sexual violence. 
 
In conclusion, participants utilised different types of therapeutic assistance to facilitate recovery 
from mental illness.  Reports of their efficacy were mixed.  On the whole, high use of counselling 
and psychiatric care reflects the fact that suffering sexual violence across long time periods is likely 
to produce heightened vulnerability that will require renewed assistance at times when earlier 
sexual violence related issues are revived.  There appeared to be some utility in using many 
different types of counselling, although it may have actually been that long therapeutic histories 
relate more to being unable to easily access appropriate counselling to deal with this complex issue.  
  
4 Participants’ comparisons of counselling and psychiatric care 
Participants commented on a variety of counselling and care received, linked to the many 
therapeutic interventions experienced across life, in particular, the relative merits of counselling as 
compared to psychiatric care.  Many participants experienced both types of assistance and some 
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continued to require both.  In addition to this, they commented on the personal and professional 
characteristics and counselling styles of counsellors and psychiatrists they saw.    
 
4a Counselling compared to psychiatric care 
W8 accessed psychiatric care for extended periods in the private system.  She gave glowing reports 
of her psychiatrist, particularly the support offered as she negotiated the impacts of attempted 
sexual violence in middle age.  She reported: 
‘I found that when I was sent to the psychiatrist, I just welcomed it - because I could get it 
off my chest and tell someone confidentially.  He was a wonderful help.  I’d say they were 
the best three years of my life.’   
  
Psychiatric care was the main source of assistance when these participants were young, and many 
chose to continue to access it in the absence of knowledge about counselling, particularly 
specialised sexual violence counselling. It appeared that specialised knowledge about the trauma of 
sexual violence was the province of very few psychiatrists participants saw in their early histories.  
W5, who received frequent psychiatric care across her lifetime, said about her early experiences: 
‘Some of the psychiatrists I’ve been to have been a waste of time, a waste of energy, but 
there was nobody better that I could find at the time.’  
Nevertheless, she gave more positive reports of a female psychiatrist seen more recently who 
administered EMDR which she found helpful. 
‘ With the psychiatrist I’ve got now and the one I had before that, things have picked up, and 
I’ve gradually got a lot more self-esteem, and worked out a lot of stuff.’ 
She related details of her EMDR and bodywork therapies, as previously discussed.  
 
Feedback from several women centred round the importance of those who aim to help sexual 
violence survivors being suitably trained.  W5 felt many psychiatrists she had seen did not appear to 
have counselling skills or knowledge about sexual violence.  She commented:  
‘A lot of psychiatrists have never studied counselling, and they wouldn’t have a clue.  … I 
mean, if they don’t believe in child abuse, … you know they’re as good as useless.’ 
 
Three participants reported spending time in psychiatric hospitals.  This occurred for W7 after an 
incident of attempted sexual assault decades after her sibling abuse ceased.  She felt her time in 
hospital was wasted.  She commented on her treatment:  
‘I was there for eight weeks, and those were the worst days of my life, because they didn’t 
even know [about sexual violence].  I’d felt that I needed help and there was no-one qualified.  
They did believe that what they were doing was the right thing, but I felt that they weren’t 
experienced, … not for the situation.’ 
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Evaluations of psychiatric care and treatment were mixed, with most participants believing their 
opinions on the efficacy of counselling exceeded their estimations of psychiatric care when 
addressing sexual violence issues. W3, who reported a long history of searching for suitable 
assistance for her mental health issues, compared experiences with psychiatrists and counsellors. 
‘I’ve never found a psychiatrist that is interested in you, really.  It’s the counsellors that are 
helping.’ 
 
It may be that using a variety of modalities as part of psychiatric treatment, as in the case of W5’s 
psychiatrist, results in more successful facilitation of recovery. However, W5 was the only 
participant reporting such innovative psychiatric care.  It appears that, in the days before specialised 
sexual violence counselling was provided, psychiatrists’ apparent lack of knowledge about sexual 
violence appeared to be the norm rather than the exception for this group, despite W8 reporting 
excellent support and therapy by her psychiatrist.  Feedback about a need for training applied to all 
practitioners working with sexual violence issues (McFerran, 2009, p. 5; Gibbons, 1996, p. 1761).   
 
Feminist critiques of psychiatric and mental health treatment and support centre on the perceived 
origins of mental health problems within the individual.  Educating women about the structural 
component of issues such as sexual violence and its causes serves to shift the blame inherent in 
women’s individual symptoms from perceptions of deficiency in the self to holding the perpetrator 
responsible for the effects on their lives.  In addition, overuse of medication may dull affect and 
discourage women from dealing with deep emotional reactions to their abuse that, if not addressed 
continues to adversely affect the lives of survivors.  Furthermore, overuse of medication is seen by 
many feminist counsellors as merely masking the effects that survivors experience post abuse.  In 
feminist practice emotions such as anger are effectively utilised through social action that 
demonstrates in public the origins of issues such as sexual assault and abuse and demands action 
from institutions and societal structures to remedy this situation. Herman believes that the process 
of bearing witness to their abuse histories through social action is a powerful healing process (1992, 
p. 207).    
 
Whatever women’s experiences of counselling as compared to psychiatric treatment are, both 
modalities have their place in assisting older survivors with issues that arise related to earlier sexual 
violence. Participants also commented a great deal about personal aspects of counsellors and 
psychiatrists they saw across the years.  Discussion now turns to this topic. 
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4b Personal characteristics of service providers 
Comments on the valued attributes of counsellors, therapists or psychiatrists showed a great deal of 
agreement within the sample. Whether counsellors worked in specialised or generic counselling 
agencies, a number of aspects of counselling interactions and attributes of therapists were 
mentioned. These include aspects of counsellors’ or therapists’ interaction style, and counsellor 
characteristics thought desirable in facilitating clients’ recovery.  The latter includes discussion on 
the relative importance of age, life experience, and gender of counsellors. This section also includes 
discussion about knowledge thought necessary for working with this issue.  
 
Participants commented on valued abilities and attitudes of their counsellors displayed in the 
therapeutic relationship.  Since stories of sexual violence are frequently outside the normal sphere 
of experience, attitudes of therapists that acknowledge and validate clients’ experiences were seen 
as vital. This incorporates belief in and acknowledgement of the veracity of clients’ experiences, 
particularly vital when women are in the throes of acute mental illness.  W5 spoke about this: 
 ‘Certainly … realising that, even if they seem difficult, even if they seem too hard, that, 
deep inside there there’s somebody who’s really in pain.’ 
 
Acceptance is a much appreciated attitude in counselling that allows women to feel heard and their 
viewpoints understood.  Part of this is accepting women’s stories.  W4 noted: 
 ‘One of the most important things for me would be to know that, no matter what I told you, 
how bad it was, or how ugly or dirty it was … that you would still accept me.  So 
acceptance, and not like, oh, look horrified, or not say you’re out, or not say we’re not 
talking about that here, or … feeling OK about saying whatever it is.  Because, really nasty, 
mean, horrible things happen to good people.’ 
 
W4 also spoke about counsellors’ willingness to raise the topic of sexual violence, which was 
appreciated by several participants:   
‘To me, the most valuable part is to have someone who is willing to ask the questions that I 
[avoid] – because I won’t bring it up, if I can avoid it.  They have to be … willing to 
actually … wade in,  … actually go in, and ask the questions that aren’t being answered. … 
Sometimes it takes experience. I guess if you go to a sexual assault service, you would 
expect it to be more explicit.  But I think it’s really important to any counsellor.  Like, I 
don’t know many women who haven’t had … a bad sexual experience in their lives.’ 
 
Some participants reported that they were reticent to discuss highly confidential matters after many 
years of silence but that an accepting trustworthy relationship made this task more possible.  
Participants reported a range of aspects of their relationships with counsellors that they saw as 
helpful in discussing sexual violence issues. 
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Several women stressed the implementation of sensitive, appropriate boundaries.  W5 discussed one 
therapeutic relationship that was harmful rather than assisting, through inappropriate boundary 
keeping. 
‘There was one therapist I was going to for a while, … and that was an absolute disaster, in 
the end.  She said she was the mother I’d been looking for.  Maybe she was at the point of 
thinking she was God.  I mean, people can get to that point sometimes.  In the end, she had 
to abandon me, because she couldn’t take the heat.  It was devastating’. 
She described this experience as putting her recovery back many years, because the therapist was 
out of her depth.  
  
In contrast, W4 described her Jungian therapist as having appropriate boundaries, in a type of 
therapy where the quality of the relationship is vitally important in facilitating recovery (Nelson-
Jones, 2000, pp. 82, 83).  She saw trustworthiness as creating an atmosphere where healing can take 
place, and felt such practice led to feelings of empowerment necessary to achieve change.   
 ‘I knew that I could trust him, so I did.  He set very clear boundaries – about propriety, and 
about my importance.’ (W4) 
Part of trust building is the respect shown by therapists, vital in building the therapeutic 
relationship, which for the women incorporated notions of confidence building through implicit 
belief in clients and through valuing their strengths.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                
 
In addition to the aforementioned aspects of counsellors’ attitudes and interaction styles, a number 
of particular characteristics this group found valuable as older women were mentioned by 
participants.  These included the age of the counsellor, levels of individual professional and life 
experience, and gender. 
     
Counsellors with extensive life experience were highly valued.  Comments by participants echoed 
feedback in a study of older domestic violence survivors (Morgan Disney et al, 2000, p. 36) about 
the desired age of counsellors. W5, who had extensive experience with counsellors and psychiatrists 
summed up the value of age or life experience:  
‘There’s always that fear with the younger people [counsellors] that perhaps they really don’t 
know enough about life’s hard knocks.  If they’ve got a few years under their belt, at least 
they’ve had some life experience.’   
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In specialised sexual violence agencies empathy may emanate from counsellors having extensive 
experience working in this field. A quality that participants considered as most important in 
counsellors is experience.  W7 commented about this in relation to her counsellor: 
‘I think possibly because she’s been through a lot of different types of counselling – you 
know, lots of groups, and lots of sessions, and I think it does come with experience.’  
 
Several women revealed less than satisfactory experiences with inexperienced counsellors whose 
attitudes towards them as ageing women were not thought appropriate.  
‘You don’t feel that some whipper snapper sat down and what she’s done, she’s just read out 
of a book.  With the older person, they’ve lived a fair bit of life for themselves, and they know 
a fair bit,’ according to W2.    
 
Participants felt that counsellors closer to their own age were more appropriate for sexual violence 
counselling.  This desire may reflect the complex nature of participants’ issues after many years of 
survival and the feeling that ageing survivors require someone with extensive experience to deal 
with such complexity. Frustration with experiences of failure by counsellors to recognise or 
acknowledge the relevance of earlier sexual violence may also have been a factor in such 
comments.  It also reflects the reluctance for this age group to confide personal details to others.   
 
Several women expressed their feelings about the quality of understanding in therapists that comes 
from years of life experience. 
‘I really feel that around the same age group [is ideal].  Because they seem to understand.  
And there’s no criticism.’ (W3) 
W3’s confidence was based on the fact that she had always trusted her counsellors as experienced 
practitioners who were able to help her deal with on-going issues. 
 
Nevertheless, despite these opinions about levels of life experience preferred in counsellors, there is 
no doubt that it is not their age that is being discussed but the levels of knowledge about ways to 
work effectively with older survivors.  This is backed up by comments participants made about the 
need for relevant knowledge when working in this area.  
 
Using female counsellors in the area of sexual violence has often been advocated (Gibbons, 1996, p. 
1759, 1761) for their sense of understanding and empathy as women.  Having a female counsellor 
was important to most participants, with W1 stating her opinion about this:  
‘I don’t think men understand a lot of what we go through.  I don’t know of any men who do.  
But I know women think the same things, and it doesn’t matter what is asked.’    
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This was further echoed by W12, who mused:  
‘How would he [the male counsellor] know what I’m talking about?  You know?  Although 
the two men I have had were OK at the time, it was like, ‘Oh, I wish I had a woman to talk 
to about that.’’   
 
The solidarity and empathy offered by a counsellor of the same gender was highly valued by W4 
who summed up many participants’ feelings when she said: 
 ‘Even [my Jungian therapist] … I remember, I said to him once, ‘I wish you were a 
woman, so that I could talk to you’.  But I couldn’t actually break the barriers in my brain, 
of talking about sexuality to a man.’   
Although participants’ inability to discuss sexual violence with a male derived from attitudes 
related to their upbringing and the social era in which they were raised, female counsellors were 
seen as more likely confidants for these older survivors.   
 
Ability to more easily trust someone of their own gender was expressed by a number of 
participants.  W4 spoke about trust in counselling: 
‘In the past, it’s been: I don’t know who to trust because of my damaged childhood.  And it 
isn’t easy to know who to trust, so you trust whoever you’re recommended to.  And I think 
it’s easier for me to trust women than men.’ 
W10 also mentioned the need to feel secure in counselling: 
‘It might be easier to talk to a woman about this topic.   But you know, I just thought that 
was his style of counselling and it was too cold for me.  I didn’t feel secure.’ 
 
The issue of survivors’ possible re-traumatisation through disclosing incest to a male counsellor 
was raised by several participants.  W9 spoke from her own experience with a group facilitator who 
reminded her of her abuser: 
‘I have to say, one of the biggest disappointments at Gestalt was that … it was a male group 
facilitator.  And the guy played my father’s role to an absolute tee.  Oh, I wish I could go back 
now, because I’d challenge.  Sadly I went back to that frightened child far too often.  …  It 
was quite a disappointment to me.’ 
W3, who suffered years of childhood abuse by males stated emphatically:  
‘I don’t want a man [counsellor] to try and tell me anything, after what a man has done to 
me!’ 
The overall consensus was that participants preferred a female to a male counsellor, although W12 
felt that therapy she had attended with a male had been satisfactory. 
 
A number of issues linked to valued qualities of counsellors centred on their knowledge of how to 
respond to participants’ experiences of sexual violence.  Participants commented on counsellors’ 
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willingness to discuss sexual violence.  W4 saw having knowledge about ways to relate to survivors 
as essential in therapeutic practice, since many women experience sexual violence.  Related to this 
was a preference for counsellors who themselves experienced sexual violence at some time (Dale et 
al, 1998, p. 151, 152), although this was not thought essential.  W3, who did not report finding 
many therapists prepared to discuss this topic, said: 
 ‘If someone came along to me and said that they were a counsellor who was abused 
themselves, and they were OK, I think I could … see them.’ 
W9 and W12 particularly valued counsellors who were themselves survivors, as mentioned by W9:  
‘For myself … to speak with somebody who’s walked that path is … very important.  Yeh, I 
do find that important.’    
Both W3 and W12 agreed, and W12 commented:  
‘I suppose you need survivors to bring things out.’ 
 
Whilst counsellors’ attitudes and personal qualities may concur with mainstream literature about 
counselling dynamics, there may be significant differences between working with ageing survivors 
to those of other ages.  This is partly because adding ageing to other issues requires sophisticated 
knowledge of interrelationships between trauma and sexual violence, as mentioned in many of the 
responses from participants above. Counsellors’ personal knowledge or experience of sexual 
violence was also highly valued.  For older women it appeared that age and gender were very 
important to a workable therapeutic relationship. 
 
Feminist counsellors also differ from many others in the attitudes they display towards clients.  
Acceptance, trustworthiness, willingness to believe clients and to speak about whatever the woman 
finds important, as well as egalitarian attitudes towards clients as women like themselves traversing 
the road to recovery from what is a very common female experience, sexual violence, are all 
important qualities of feminist counsellors (Armsworth, 1989, p. 553, 554). Feedback indicated that 
they must also believe implicitly in the societal origins of issues such as sexual violence and be 
dedicated to raising awareness about this not only with clients but in the wider society (Enns Zerbe, 
2004, p. 118 – 121), so that clients’ feelings and the effects of abuse that they experience are 
normalised.  
 
5 Recommendations by participants 
A number of recommendations regarding therapeutic services to address sexual violence and the 
policies and protocols that govern services provided were made by participants.   One of the most 
important areas of feedback related to counsellors’ capacity to address sexual violence issues in a 
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way that acknowledges women’s real life experiences and demonstrates a sound level of knowledge 
about this topic.   
 
Comprehensive training about sexual violence issues as recommended by some authors (Dale et al, 
1998, p. 155; Gibbons, 1996, p. 1760, 1761) was therefore endorsed by several women.  For 
instance, W5, who had experienced both counselling and psychiatric treatment had this comment: 
 ‘First of all, make sure they’ve studied counselling.’ 
Whilst this recommendation may sound basic, she pointed out that many psychiatrists are more 
skilled in prescribing medication than in counselling clients, working from a bio-medical practice 
model.  Overall, participants suggested that specialised training was necessary for counsellors to 
work effectively in this very challenging area of work. 
 
Awareness-raising, one of the prime functions of feminist services was seen as important by 
participants.  Participants mentioned the need for preventative education on sexual violence through 
consciousness-raising, another important tenet of feminist practice (Enns Zerbe, 2004, p. 118 – 
121).  Because of their own lack of knowledge about specialised services, they expressed the need 
for awareness-raising about this issue for older women in particular.  Participants particularly felt 
that medical practitioners and therapists outside sexual violence practice must be able to recognise 
women’s symptoms as being potentially linked to sexual violence.    
 
As a regular church attender, W4 extends her recommendations to the church, within which she 
recognises a dearth of acknowledgement of sexual violence.  She comments: 
‘To me it’s a gender issue.  The churches mention sex even less.  So that again is another form 
of abuse.  And that is within the church.  And I see it here, now, in the church.’ 
 
Preventative work with males as potential perpetrators was also seen as important.  W9 commented: 
‘I’m saying I would like to be able to talk to the men who abuse.  I feel I’ve reached that 
point where I could … or almost reached that point.  Because I think perhaps, using older 
men to go in - what about the trade unions? - and tell them together in the work force, ‘OK, 
this can happen – that can happen.’ … Well, even perhaps to go down before they’re 
perpetrators, to go in with the thirteen and fourteen year olds.  You know?  Twelve, or 
eleven.’ 
Her suggestions echo the preventative work that is currently taking place with young men by 
workers in specialist sexual violence services. 
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W9’s comments were reinforced by W4, who also mentioned the importance of educating children 
about sexual violence: 
 ‘The teaching has to start before they’re sexually active, to be done at quite a young age, 
which is really scary, because most people say, ‘No, you can’t do that – they’re too young.’  
But … I’m working with … a psychologist, and he says the kids are sexually active at 
twelve.’  
Support was shown for preventative work to highlight sexual violence issues more widely.  
 
Several women made comments of a political nature.  Some expressed belief that increasing the 
above activities would require higher levels of government funding being allocated to community 
education and publicity, to enable relevant organisations to more efficiently assist survivors. These 
recommendations largely relate to the issue of sexual violence and therapeutic services aimed at 
assisting survivors generally, not only ageing women.  The comments of W5, the participant whose 
childhood abuse produced the most wide-ranging after-effects, are particularly relevant. 
 ‘They have to put the money in.  … This has to be done because we’ve done nothing about 
child abuse. Yeh, if they put … enough money into really seriously tackling it, it would cost a 
lot less money - because it costs so much money.  I mean, here I am, someone who hasn’t 
been able to do paid work, and I’ve been to psychiatrists and doctors all my life.  And it’s cost 
Australia a lot of money.  We’ve just got to get serious about doing something. … I mean, 
we’ll be so far ahead financially.  It costs so much money.’ 
So potentially serious are the effects of sexual violence that her recommendations have great 
political relevance currently.  
 
W7 also mentioned the need for increased funding to provide specialised services to address sexual 
violence that recognised and acknowledged survivors’ needs. 
‘I think we need … all … sorts of things … that can only come from government funding, 
which I feel sad that we miss out on.  I can see lots of things … that we need to do.  We need 
more groups going, you know? … You … could be running those every day, and you still 
wouldn’t cover the people that need it.’ 
Whilst her recommendations are not related to service provision specifically for ageing survivors, 
she had observed as a volunteer at her local sexual violence agency how scarce resources can be 
when faced with such an enormous task. 
 
Comments by participants echo what both speciality feminist counselling services and other service 
providers who work to address sexual violence issues with clients espouse.  Additionally, it must be 
acknowledged that a role also exists for specialist training for all counsellors and psychiatrists who 
see women who experience this issue. Particularly in the area of aged care, recognition of the 
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existence of such histories is vital to providing appropriate care to those who continue to suffer the 
effects of earlier sexual violence.  
    
Conclusion 
A wide variety of factors appear to relate to counselling approaches to facilitate recovery for ageing 
female survivors of earlier sexual violence.  A number of the findings are relevant in formulations 
of suitable approaches to meet the needs of this group.  Participants’ comments on aspects of 
counselling unique to survivors in these age cohorts inform possible counselling frameworks for 
ageing women seeking assistance subsequent to sexual violence.    
  
A variety of counselling aspects were explored to identify factors relevant to successful recovery, as 
well as evaluating those that failed to facilitate recovery. External factors affecting satisfactory 
counselling experiences were considered, particularly the need to highlight these issues in both the 
therapeutic and wider community.  Service access factors, such as participants’ residential location, 
and the role of counselling in resolution of troubling issues were considered for their relevance to 
older survivors.  Identification of counsellors’ individual and professional traits in terms of practice 
and attitudes were discussed, and participants made recommendations about what they found 
valuable in counselling. Practice contexts such as psychiatric care were compared to other 
counselling types. The benefits and deficits of different counselling approaches were discussed 
from the viewpoints of participants.   
 
Interviewing canvassed issues particular to working with ageing survivors.  These included the 
influence of sexual violence on survivors’ lifetime experiences as it affected therapeutic techniques 
and desirable components of counselling provision, as well as the impact of chronicity and 
complexity of issues that contribute to the need for differing counselling approaches to address the 
needs of this group.  Due to the long-term unresolved issues related to the trauma of sexual 
violence, the intensity of problems and the nature of approaches that take into consideration that 
ageing adds a further layer of experience for these women must be considered.  This chapter leads 
on to the implications and conclusions of this study, as well as the limitations of the research and 
future recommendations.  
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Chapter 8 
Implications and Conclusions 
 
The implications and conclusions of this research are best examined initially through reiterating its 
three aims, to set the context: 
 Understanding the impact of unresolved sexual violence issues across the lifetime. Part of 
this analysis is consideration of the components of survival, such as the implications of 
vulnerability and resilience factors in older sexual violence survivors’ lives, and the 
cumulative nature of trauma.   
 Understanding the impact of passing time on survival, including the added impact of ageing 
on sexual violence experience, particularly when combined with trauma effects across the 
lifetime.   
 Identifying the differences that ageing makes to appropriate approaches to counselling for 
sexual violence related issues in late life and their implications for meeting the long-term 
needs of this group. 
 
The importance of this study lies in the interrelationships between ageing with a history of sexual 
violence and all that this entails, and experiences of counselling offered to address the needs of this 
group. These interrelationships are relevant to understanding both the experiences of older survivors 
and in turn service provision for this group.  
 
The lifelong healing journeys of these women who mostly continued to utilise counselling services 
in late life to address the long-term effects of unresolved issues stemming from earlier sexual 
violence experiences were shaped by a variety of exacerbating and ameliorating influences. Some 
participants gained significant survival skills over time, utilised to weather the effects of sexual 
violence, while others affected by more debilitating experiences continued with recovery. This 
chapter summarises the findings that assist with answering the research questions posed and 
discusses the implications for policy and practice in the areas of sexual violence experiences, ageing 
in the context of sexual violence survival, and counselling that fits the circumstances and 
characteristics of this group. 
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1 Sexual violence experiences and ageing 
The first question has two interrelated parts, that is, sexual violence experiences, and ageing as a 
sexual violence survivor, as well as their links to recovery, gathered from the reported experiences 
of participants. The first research question follows. 
 ‘Now that they are older, what individual factors across the lifetime do participants 
perceive influenced their recovery experiences related to the impacts of earlier sexual abuse 
or assault?’  
The first question relates not only to the factors affecting participants’ experiences across life but 
also the influences on the extent of recovery achieved by old age.  Elements of experience to be 
considered encompass lifetime influences and the effects of ageing on survival and recovery. 
 
1a Sexual violence experiences and recovery factors  
Analysis of individual experience through the lens of vulnerability and resilience theory assisted in 
identifying exacerbating and ameliorating factors that delayed or hastened recovery.  Long time 
spans elapsing since initial sexual violence experiences, whether sexual violence in childhood or 
early adult life, meant diverse experiences affected the conditions of survival across time.  
Unresolved trauma, an important part of the life history of sexual violence for these women, was 
considered as a possibility in their old age.  Revictimization also affected the ability of many to 
recover by old age.  A common experience was mental illness, experienced by most participants at 
some time.  Although all participants reported adverse experiences, it was frequently balanced by 
possession of factors maximising their survival.   
  
In analysing participants’ reports indicating resilience, a number of personal characteristics or 
experiences lend weight to the notion that the possession of resilience might enhance their recovery 
trajectories.  Personal attributes such as resourcefulness and stoicism were typical of this group, 
perhaps related to the norms of the era in which they were young (Harbison, 2008, p. 221).  
Resilience levels varied: some participants appeared to possess in-built resilience, possibly related 
to a supportive childhood family background, which two women reported; while others appeared to 
have learned through adverse experience what was helpful to survival (Danieli, 1995, p. 17). 
Positive benefits were achieved through sustaining spiritual practices and beliefs during difficult 
times, reported by nine women. Most participants mentioned highly valuing support received, 
whether professionally or from social support networks such as family, friends or the community, 
and when their abuse was thus normalised, the women appeared to be able to handle feelings of 
shame more constructively.  Participants reported that positive aspects of experience enabled them 
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to maximise coping strategies, allowing them to build a sense of self-identity as survivors of sexual 
violence.   
 
Reported vulnerability factors set recovery back through exacerbating influences on participants’ 
survival.  Aspects of experience impacting on these older women’s recovery included factors 
related to a dysfunctional family background (Classen et al, 2005, p. 124), the variety and severity 
of impacts of sexual violence, lack of support in healing, and instances of revictimization (Arata, 
2002, p. 146).  It appeared that concurrent experiences of other types of violence may also have 
increased vulnerability (Classen et al, p. 116), with over half the women reporting domestic and 
emotional violence in either family of origin or their marriage. Being largely unable to benefit 
through appropriate therapeutic assistance across their lifetime in the absence of knowledge about 
its existence or ability to access appropriate counselling (Cook and Niederehe, 2007, p. 254), these 
women reported a range of sexual violence related impacts that in many cases remained unresolved. 
Remaining issues in old age included mental and somatic illness, eating disorders and effects on 
personal relationships, especially with partners and children. The high rate of divorce in the sample 
appeared to demonstrate the difficulty they experienced in intimate relationships, leaving them to 
cope alone in many cases. Combinations of these factors affected the recovery trajectories for these 
older women.     
 
One of the most significant delaying influences on recovery was the nature of the sexual violence 
they experienced. Participants shared a complexity and chronicity of sexual violence related 
experience across long time spans, affecting both the severity of ongoing effects and ability to 
recover in the face of the aftermath of multiple violation experiences. All of the women experienced 
assault early in life: if not in childhood or the teen years, in their twenties.   
 
The high rate of repeat sexual violence was significant.  Seven of the ten women experienced 
revictimization, in agreeance with the wide range of estimated rates of between 18% and 72% 
reported in the literature (Classen et al, 2005, p. 112; Gidycz et al, 1993).  Survivors of childhood 
sexual abuse more severely affected by repeat experiences than women who survived adult assault 
only (Classen et al, 2005, p. 116; Maker et al, 2001).  Revictimization for some even included 
attempted or actual sexual assault late in adult life, for some occurring in their fifties or sixties. 
Their experiences appear to support reports in the literature that revictimization may render a 
woman more vulnerable to further victimization (Olle, 2005, p. 35) and that having been 
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revictimized is associated with being subsequently diagnosed with PTSD or other mental illnesses 
(Classen et al, 2005, p. 117, 119).         
  
Possibly the women’s most debilitating issues relate to high rates of mental illness (Vic Health, 
2004, p. 25). With eight participants experiencing mental health problems at some time, half the 
women continued to utilise psychiatrists in old age. Women who experience revictimization are 
likely to experience resultant high levels of post-traumatic symptoms (Herman, 1992, p. 57) lasting 
for years after each event, with each assault exacerbating existing symptoms (Herman, 1992, p. 87). 
Repeat assault also adds complexity to mental illness already present in survivors (McInnes-
Dittrich, 1996, p. 167; Allers et al, 1992, p. 14).  A conclusion is drawn from this sample, with its 
high rate of mental illness both across life and into old age, that both victimization and 
revictimization are highly associated with mental illness following earlier sexual violence.   
 
The range of recovery outcomes in this group is illustrated by the variability in self-reported 
recovery status. The group reported a range of recovery outcomes, with only three women reporting 
what they felt was complete recovery. It is suggested that participants’ recovery histories were 
influenced strongly by their vulnerability characteristics over long time spans. For those who self-
described as recovered, it appeared that ongoing issues were ameliorated by personal factors 
allowing them to ultimately survive and thrive. Vulnerability across time appeared to be strongly 
associated with the longevity of unresolved issues by late life, for many in the absence of 
appropriate counselling.  It appears that the overall balance between exacerbating and ameliorating 
factors, identified through analysing vulnerability and resilience characteristics such as those above, 
helps determine the extent and quality of recovery by old age.     
  
1b Ageing as a survivor of sexual violence 
Associated with ageing is the passing of a lifetime of suffering related to sexual violence 
victimisation.  Participants reflected on a number of factors that enhanced their coping ability over 
time. Resourcefulness and stoicism, developed by necessity during the youth of these women 
(Harbison, 2008, p. 221) appeared to contribute to greater recovery ability. Sustaining spiritual 
beliefs and practices were described by most of this group who spoke of the value of Christian or 
other spiritual traditions in garnering strength (Valentine and Feinauer, 1993, p. 218).  Possession of 
resilience appeared to assist them across life and aided with ameliorating or overcoming debilitating 
trauma effects (Danieli, 1995, p. 17). It was notable that the three women reporting complete 
recovery had been able to access counselling of the type that assisted them to recover earlier in life.    
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Since growing older may be associated with increasing wisdom about ways to handle adversity 
(Gattuso, 2203, pp. 174 - 176), it might be expected that these women would fare better the older 
they became.  However, ageing frequently imposes new stresses, with loss a significant experience 
for this group both in old age (Safford, 1995, p. 140) and earlier in life. When the demands posed 
by ageing exceed survivors’ resilience resources, recovery possibilities may suffer, especially in the 
presence of significant factors such as ongoing mental illness and continuing physical impacts they 
associated with survival of sexual violence.   
 
A number of relevant observations made in a study by Olle about the experiences of older women 
with mental illness who lived in violent relationships for most of their lives also appear to apply to 
the study group: 
‘There are … amplification differences for older women, including the length of time they 
may have endured violence, the compounding effects of untreated or inappropriately treated 
effects, and the risk that helping professions and services will discount the impacts as being 
an ‘effect of ageing’’ (2005, p. 35). 
These factors are important for service providers to consider when ascertaining how ageing 
intersects with being a survivor of earlier sexual violence.   
  
Participants’ experiences suggest that ageing did influence recovery outcomes after sexual violence, 
exemplified by the amplification differences mooted above (Olle, 2005, p. 35). Amplification 
applies to both ameliorating and exacerbating influences on life through the passage of time.  Two 
main possibilities differentiate the experiences of older sexual violence survivors: one is that 
wisdom learned through overcoming adverse experience may indicate development of coping skills 
that, along with other positive influences on life, assists in achievement of recovery from sexual 
violence impacts across life. The other possibility is that accumulated adverse experiences across 
life become overwhelming by old age in the presence of impacts wrought by earlier victimization, 
particularly when the impacts are psychological in nature.   
 
The arrival of old age, with its added likelihood of physical deterioration, higher dependency needs, 
and coping with physical and relationship losses (Bar-Tur and Levy-Schiff, 2000, p. 271) may 
impact strongly on lives that may always have been difficult in terms of coping with sexual violence 
impacts. This may be especially so if appropriate therapeutic assistance was not available.  
Recovery may also be set back by multiple victimization experiences, with those occurring closer to 
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old age possibly impacting the most seriously, as appeared to be the case with those participants 
who were assaulted or threatened with assault at older ages. 
    
Several women articulated effects of sexual violence that they felt affected current relationships.  
Half the sample discussed feeling lonely, attributed to estrangement after family members failed to 
embrace their stories of abuse when later revealed, leading to difficulty in sustaining intimate 
relationships (Lievore, 2004, p. 22; Cook et al, 2001, p. 28).  Loneliness may be associated with 
‘sudden exacerbation or late onset of posttraumatic symptomatology’ (Aarts and op den Velde, 
1996, p. 362), a real possibility for ageing survivors attempting to weather the impacts of ageing, 
with or without family support. For some the shame related to earlier sexual victimisation prevented 
the pursuit of intimate relationships (Herman, 1992, p. 56), while for a significant proportion of this 
group feeling vulnerable rendered them unable to trust others, particularly men, in the aftermath of 
earlier victimization (Herman, 1992, p. 52).  Several reported lack of support from family members, 
contributing to loneliness in old age.    
 
In summary, experiencing impacts related to sexual victimization over time has implications for 
reaching a ‘good old age’ (Gatz and Zarit, 1999, p. 396).  Participants reported mixed experiences 
related to survival of sexual violence in childhood or adult life, including repeat violation.  
Accumulation of learning through experience over time was confirmed by some women as 
contributing to enhanced ability to cope in old age with the aftermath of sexual violence 
experiences.  The cumulative nature of unresolved trauma (Follette et al, 1996, p. 33) appears to be 
related to the severity, chronicity and complexity of survival experiences across time. In the absence 
of appropriate assistance, recovery reports varied. In light of such varying experiences, it appears 
that counsellors require full cognizance of all the above aspects of lifetime sexual violence survival 
to effectively assist in prevention of ongoing difficulty for older survivors negotiating everyday life.      
   
2 Factors in counselling older sexual violence survivors 
The second research question concerns counselling for older women with this issue. 
 ‘What are participants’ perceptions about what constitutes counselling approaches that 
facilitate recovery from earlier sexual violence?’   
 
Past commentary on the need for counselling for older people has dismissed their needs as of low 
priority (Scrutton, 1989, p. 19). This view must be challenged. Gerontological research into practice 
with older adults reveals that, contrary to common belief, ‘older persons respond as well as or better 
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than younger persons to mental health interventions’ (Myers and Harper, 2004, p. 216), and that 
counselling is an intervention popular in this age group (Hill and Brettle, 2006, p. 292).  Conditions 
such as depression and anxiety in old age can be effectively addressed through counselling and 
support groups (Hill and Brettle, 2006, p. 287). Moreover, with the increasing ageing population the 
therapeutic needs of this group will demand a more sophisticated set of gerontological skills in 
counselling (Maples and Abney, 2006, p. 6).  The needs of growing numbers of older people who 
have suffered earlier trauma indicate that counselling may be favourably utilised to address issues 
highly impacting on the quality of their old age.   
 
Participants’ perceptions of their current recovery status depend on a number of factors.  Reported 
factors in recovery included the length of time since experiencing sexual violence, along with lack 
of in-depth knowledge about sexual violence by many generalist counsellors and psychiatrists 
which affected their ability to fully recover, as well as lack of access to agencies with expertise in 
this area of work. The women revealed a number of counselling characteristics that led to their 
feeling confident that they were understood by counsellors they saw and that their issues were being 
addressed. Most also mentioned the attributes of counsellors that they felt enhanced counselling or 
therapy they attended. The characteristics of counselling that failed to meet their expectations were 
also discussed.  
  
The types of counselling and therapy offered to participants varied according to the timing of 
accessing assistance. In the era of their youth, sexual violence survivors experiencing emotional 
issues were usually referred by medical practitioners to psychiatrists, and in later life referrals were 
frequently offered for counselling at local hospitals or community health centres or to other 
generalist counsellors or psychologists.  More than half of the women followed these paths, with 
few initiating counselling themselves. Participants were raised prior to the era in which 
psychological knowledge became more publicised, so they were led in accessing suitable 
counselling by information given by professionals they saw at various times across life. None of the 
women reported experiencing difficulty in accessing therapeutic assistance; in fact, many attended 
several series of counselling for a range of issues not directly related to sexual violence.    
  
Until relatively recently, none of the women saw counsellors with specialised knowledge of sexual 
violence impacts. When they did, they reported that these counsellors were mostly situated within 
specialised sexual violence agencies.  Those who saw these counsellors mostly referred themselves. 
It appeared that most counsellors or therapists they saw at various times in life only became aware 
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of the dynamics of this issue related to older survivors in the last few decades as it has received 
more publicity. Access to counselling generally was not reported as problematic and was limited 
only by recognition of the relevance of counselling to address sexual violence issues and the 
willingness of other professionals to offer suitable referrals for ongoing assistance.  
  
Geographic location at the time of abuse appeared to impact on access to counselling.  Although 
half the sample resided in urban areas at the time of interviewing, seven women were raised in rural 
or regional areas where fewer services existed or counsellors were not conversant with sexual 
violence issues. Counselling in rural and regional areas when they were younger was mostly offered 
by generalist services or psychiatrists and was reported as inadequate in terms of facilitating 
complete resolution of sexual violence related issues. Some women tried several different 
counsellors, agencies or psychiatrists without resolving their issues completely.   
 
The contention is that all counsellors and psychiatrists require specialised knowledge of the impacts 
as well as the aetiology of sexual violence impacts, including the probable differences between the 
experiences of childhood abuse survivors and those of adult women, and for women who 
experience revictimization. Above all, the dynamics of accumulated effects of unresolved trauma 
must be appreciated if many of the manifestations of lack of recovery, such as mental and somatic 
illness, are to be addressed. Currently most specialised sexual assault counselling agencies 
demonstrate expertise in working with trauma as well as sexual violence, and it appears that 
awareness is increasing among psychiatrists who work with long-term mental illness. 
   
Another important factor in counselling lay in participants’ ability to access therapists longer-term 
if required. Four women reported attending long-term therapy for periods of four to ten years.  
Several had seen psychiatrists intermittently across most of their adult lives due to complex mental 
health issues resulting from extensive childhood abuse.  Although one woman reported attending 
therapy on and off for ten years with a psychologist, she reported little benefit because of apparent 
lack of knowledge about sexual violence or dissociation.  All participants attended several series of 
counselling, with three women accessing six different sources of counselling or therapy at some 
time in life.  Several women felt that longer-term counselling or access to intermittent assistance 
when required was important, but not all participants agreed that longer-term counselling was 
necessarily more beneficial.   
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Some participants felt it was more important to be able to choose when to attend counselling 
themselves. They described therapy as maintenance, and needing to absorb learning from 
counselling before proceeding further. Since brief approaches to counselling are more often 
provided for older people, conflicting needs reported by these participants pose a dilemma for those 
who offer support to older survivors in late life.  Suffice to say that counselling ideally would allow 
older women the opportunity to choose which of the two time-based options they felt most suited 
their needs.  The ability to attend services that were not time-limited was not as much an issue for 
them as lack of knowledge about this issue or therapists’ willingness to address it in counselling.    
 
Most participants reported not being asked directly by counsellors or therapists about sexual 
violence histories. Whether this reflects lack of comfort with this area of work or simply lack of 
knowledge is not clear. Some women reported discussing sexual violence in the course of other 
counselling, although many felt unable to broach the topic with counsellors. Perhaps these 
professionals considered sexual violence irrelevant to old age, resulting in little or no mention of it 
in counselling. It is important for therapists to be prepared to raise this topic with older women 
(Jacobson and Richardson, 1987, p. 911), realising what may be limited capacity to discuss it 
voluntarily. This may have had important implications for the course of these women’s counselling.   
  
It was apparent that most participants possessed little knowledge about sexual violence and its links 
to effects remaining in late life (Cook and Niederehe, 2007, p. 267), apart from what they derived 
from their own experiences.  Participants’ limited awareness of sexual violence as a barrier to long-
term recovery appeared to be shared by many counsellors or psychiatrists they saw across the 
lifetime, to their detriment.  Had the women realised that their unnamed feelings may be related to 
earlier sexual victimization, they might have discussed this issue and gained resolution of problems 
at an earlier life stage.  
 
Apparent limited knowledge of the long-term impacts of sexual violence in the medical profession 
was an issue. Access to medical personnel, including general practitioners, medical specialists, 
psychiatrists, psychologists and mental health support workers produced mixed results.  As a result, 
participants’ reports indicated that the relevance of counselling received from these professionals 
was more important than the duration, and they reported counselling as a ‘waste of time’ if 
counsellors or psychiatrists did not have specialised knowledge that enabled them to work 
effectively with these issues.   
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The women who saw psychiatrists evaluated their experiences with this type of therapeutic 
assistance. The oldest participant extensively praised her psychiatrist for his understanding and 
support, after accessing his services through the private medical system via referral by her family 
doctor. About half the women saw psychiatrists while also seeing counsellors and appeared to 
differentiate their treatment according to whether or not they were diagnosed with mental illness at 
the time.  It is interesting to note that all but one of the participants who accessed psychiatrists were 
survivors of childhood abuse, which may have been a factor in the severity of symptoms at the time 
(Classen et al, 2005, p. 116) that led to the need for such extensive psychiatric treatment.  This 
indicates the importance of psychiatrists being fully conversant with the issues likely to follow 
sexual violence and their aetiology.    
 
The women reported that the majority of psychiatrists they saw offered very limited counselling if 
any, and mostly relied on medical treatments such as medication.  Several of those who saw 
psychiatrists said they felt they needed to talk over problems as well as taking medication. They 
valued the support of counsellors as well as the therapeutic processes employed by both counsellors 
and psychiatrists.  The majority of participants were not particularly conversant with counselling 
techniques and described their counselling experiences in terms of their interactions with individual 
counsellors they saw.  For this generation it is imperative that they feel confidence in the knowledge 
levels of the professionals they access for assistance with this issue. 
 
Participants generally reported that counselling and therapy they experienced was ad hoc and 
fragmented, resulting in many continuing to search for therapy to facilitate lasting resolution of 
long-term issues over long periods of time. With the exception of the oldest woman in the sample, 
they all saw a variety of counsellors or psychiatrists after they suffered sexual violence in their 
youth.  They expressed varying degrees of confidence in the responses they experienced.  When 
mental illness was a large component of experience, participants reported the usefulness of 
psychiatric care in the acute stages but failure to fully recover in the long term.  It is acknowledged 
that some of these women would be likely to never fully recover due to the severity of their sexual 
violence related issues.  The issues for which most of the women reported initially seeing 
counsellors were not directly related to sexual violence (Somer, 2000, p. 57), but in later life they 
realised these issues were linked.  Reaching old age without having located appropriate therapeutic 
assistance, despite having attended several series of counselling, backs the contention by 
participants that their therapy or counselling often failed to provide well-informed practice sensitive 
to sexual violence.   
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Three women who suffered serious and complex mental illnesses including dissociative identity 
disorder provided exceptions to the above scenario.  These women required expert management by 
skilled psychiatrists.  Nevertheless, they reported that they had not received highly useful treatments 
until relatively recently, apart from ongoing management of their mental illness. Perceived reasons 
for this were that professionals missed the connections between severe childhood abuse and trauma 
that fuelled their ongoing mental illness.  The possibility is that many psychiatrists were not trained 
to recognise dissociative identity disorder as an aftermath of sexual violence (Biswas, Chu, Perez 
and Gutheil, 2013, p. 45).  In light of increased knowledge and awareness of significant mental 
illnesses, in particular, related to trauma, it appears that this may be slowly changing.  In Australia 
professionals outside the main metropolitan may experience difficulty in maintaining updated 
training in their field. 
 
The treatments experienced recently by one participant appeared to assist with coping with the 
severity of impacts she experienced after extensive childhood abuse. Her psychiatrist was well 
versed in ways of working with entrenched trauma effects and used specialised treatments such as 
EMDR and bodywork.  This therapy was long-term and intensive, and this woman recognised the 
need for ongoing assistance which she continues to access. It is acknowledged that some of these 
women who felt they would need psychiatric help indefinitely were survivors of very serious 
childhood abuse which left them with extensive mental health issues. The literature asserts such 
conditions are well managed by psychiatrists who understand the multiple symptoms of dissociative 
identity disorder and trauma-related issues (Biswas et al, 2013, p. 45).        
 
More focussed modalities appear to rely on gradual resolution of trauma-related issues, suited to 
these women’s extensive and complex histories of all types of violence.  Although the women did 
not describe their experiences in terms of trauma, almost all participants suffered a range of long-
term psychological symptoms that fitted with diagnoses of post-traumatic stress, including anxiety, 
depression, dissociation, nightmares, flashbacks, hypervigilance, intrusive thoughts, and 
agoraphobia. Post-traumatic stress disorder has only been recognised as a discrete psychological 
condition in recent years (Herman, 1992, p. 33) and this may explain the lack of acknowledgement 
of its likely impacts over time. Unfortunately, trauma is often not recognised as related to the 
experiences of survivors of sexual violence (Herman, 1992, p. 123), even for women with extensive 
histories of abuse. Limited knowledge about trauma may have contributed to lack of consistency 
across several series of counselling and psychiatric care. Recent government initiatives in Australia 
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seek to more widely disperse information about the relationships between violence, trauma and 
mental illness, and ways to treat these conditions in a holistic way (Bateman et al, 2013, p. 2, 5).   
  
In summary, the women who tried various types of therapy and explored for themselves the most 
helpful components of counselling appeared to cope better with life at whatever stage of recovery 
they felt they had reached. Many, however, did not have extensive knowledge of the consequences 
of unresolved issues that might be contributing to current trauma effects.  The findings of this study 
suggest that it is important for counsellors to be aware of the difficulties that women of earlier 
social eras have in broaching topics as sensitive as sexual violence and to account for this in 
counselling by openly asking about such a history.  It is important that women’s personal strengths 
that enabled survival, even without appropriate therapeutic assistance, are acknowledged and taken 
into account (Wasco, 2003, pp. 318) when working together to identify therapeutic aims.  The 
attitudes of therapists offer increasing levels of confidence to women in their treatment.    
 
3 Suitable therapeutic approaches to this issue in late life 
Extrapolating from participants’ perceptions combined with suggestions from the literature enables 
a number of salient points to be made regarding provision of suitable counselling approaches for 
this group.  Discussion includes the need for specialised approaches anchored to the specific needs 
of older sexual violence survivors; the characteristics of counsellors appreciated by older survivors; 
and ways that services could be provided to take into account the multiple characteristics and needs 
of this group. Both organisational and societal level service provision are relevant to this discussion. 
 
3a Counselling approaches in the context of sexual violence 
One of the most crucial aspects of offering appropriate approaches to counselling for sexual 
violence survivors who are ageing is that the differences apparent in this group must be 
acknowledged and addressed in service provision.  Their needs are likely to differ from other 
groups because of the long time spans during which they remained unenlightened about the 
connections between the effects of sexual violence and the impacts on their lives and that of their 
families.  Some of these effects, seen in mental health, trauma and somatic illness, were part of life 
for this group while they attempted to cope with long-standing circumstances related to growing up 
with violence that was accepted as the norm in their lives at that time.    
 
Taking the above into account, appropriate counselling approaches include the following 
components.  Counsellors require a set of specialised, in-depth knowledge, skills and techniques to 
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apply to working with combinations of sexual violence impacts, trauma effects, ageing processes, 
mental illness, and the possibility of substance abuse or addiction (Osgood and Manetta, 2000, p. 
72; Herman, 1992, p. 44), all of which are reported as related to long-term survival of sexual 
violence.  It is suggested that the complexity of therapeutic and survival histories must be addressed 
in order to thoroughly encompass all likely impacts in counselling.  Trauma-informed approaches 
are vital when working with this group, that is, approaches that aim to consider older people’s 
possible reactions to earlier trauma in their lives, specifically through sexual violence experiences, 
and its likely return in old age if not yet resolved.  
 
Educating the older generation about the issues involved in their lives is an important component of 
the work. Undertaking this in counselling is informed by the following theories.  Feminist theory, 
trauma theory, ageing theory, and extensive practice knowledge of the impacts of sexual assault are 
all highly relevant in informing counselling approaches that address the combination of long-term 
issues for this group.  It must be noted that consistent responses are essential if these older women 
are to be assisted to the extent that as full recovery as possible is facilitated.      
 
It is suggested that feminist approaches in most specialised sexual violence agencies already fulfill 
many of the above criteria, particularly related to trauma. Such approaches add a gendered 
perspective on women’s roles and highlight ways that being an older survivor has impacted upon 
life experience. Bateman et al in their recent recommendations about trauma-informed practice, 
suggest that: 
‘Trauma-informed services need to be gender-responsive, necessitating the creation of an 
environment – through site selection, same-sex amenities and accommodation, staff 
selection, program development and program content and materials – which reflects an 
understanding of the realities of, for example, women’s and girls’ lives and their particular 
challenges and strengths’ (2013, p. 16). 
Many specialised sexual violence agencies maintain feminist and trauma approaches in practice, 
agencies whose core business is supporting, educating and counselling female survivors of sexual 
violence. These agencies are conversant with the concept of trauma and ways to work with trauma-
related issues after sexual violence.  Such understandings emanate from information about sexual 
violence from research across several decades, revealing the high prevalence of female sexual 
violence (Dominelli, 1989, p. 298), even if not widely recognised as relevant to old age.    
 
Feminist inspired counselling also demonstrates understanding of the role of societal attitudes in the 
continuing victimization of women in a society dominated by structures and institutions largely 
198 
 
allied to the interests of males. In this research, a marked difference was noticed between 
participants who did and did not attend feminist counselling in understanding these structural 
components.  Consciousness-raising about issues at both an individual and societal level plays an 
important role in educating women (Enns Zerbe, 2004, p. 121) about the dynamics of sexual 
violence, particularly older women for whom feminist precepts are mostly unfamiliar.    
 
Because many generalist counsellors are not yet familiar with working with older sexual violence 
survivors’ trauma (Schreuder, 1997, p. 21), highlighting trauma counselling as an appropriate 
counselling approach for older survivors is relevant for a number of reasons.  The contention is that 
long-term trauma-related distress may well be the core issue beneath a range of other problems 
(Herman, 1992, p. 119).  Trauma effects over long time periods may result in accumulating and 
worsening levels of distress by late life (Joffe et al, 2003, p. 46). Complex post-traumatic stress may 
manifest in prolonged, repeated suffering of severe symptoms (Herman, 1992, p. 119) frequently 
seen in long-term survivors. Reports from this group of women, seven of whom did not report as 
feeling fully recovered, imply very long-term suffering, (47 years for the woman who waited the 
longest time before obtaining assistance). Eight of the ten participants were survivors of childhood 
abuse, and only one incest survivor self-reported as feeling fully recovered, indicating the possible 
longevity of sexual violence related trauma issues. Complex trauma is frequently diagnosed in 
women who have experienced ‘severe, prolonged, and/or massive psychological and physical 
traumata’ (Herman, 1992, p. 379), typical of a number of these older women. Therefore most of 
their reports reveal the likely presence of trauma impacts.  
 
It is suggested that many long-term effects in older survivors relate not only to age but are actually 
extensions of symptoms already experienced for many years prior to entering old age (Allers et al, 
1992, p. 14).  Cumulative and continuing symptoms such as depression, anxiety, intrusive thoughts 
and memories leading to poor sleeping patterns and nightmares, somatic complaints, agoraphobia, 
and serious mental health disorders such as dissociation were reported in this group, and for at least 
half the women they continued into late life. These cumulative trauma effects are frequently 
persistent and of long duration (Yehuda et al, 1995, p. 1817). This implies that many of these 
women may require further treatment and support throughout their old age.  It is therefore 
extremely important for counsellors and psychiatrists working with this group that addressing 
trauma impacts be recognised as a necessary component of therapy.     
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Apart from addressing trauma concerns, feminist counselling centres on a number of concepts that 
help to reduce the isolation so common among older women.  Solidarity between women is an 
important feminist aim, which is demonstrated through consciousness-raising and support offered, 
important when the social isolation of many older abused women is considered (Duncan and 
Mason, 2011, p. 24). Awareness and understanding of structural impacts on older women’s lives 
may provide relief and enable older women to track the effects of oppression across the lifetime and 
testify to their experiences related to sexual violence, thus breaking the silence for this most 
vulnerable group (Duncan and Mason, 2011, p. 19, 25; Herman, 1992, p. 221). This was testified to 
by the fact that all participants reported valuing group work in establishing new friendships 
(Duncan and Mason 2011, p. 24), enabling them to feel part of a mutual understanding of women’s 
place in society.  
   
Components of counselling practice related to sexual violence are discussed by Herman.  She 
maintains that:   
‘The first principle of recovery is the empowerment of the survivor. … No intervention that 
takes power away from the survivor can possibly foster her recovery, no matter how much it 
appears to be in her immediate best interest’ (1992, p. 133). 
In late life many older women find decision-making is taken out of their hands.  For this reason it is 
vital that power relations are transparent (Herman, 1992, p. 134) between counsellors and 
vulnerable older women they see if self-determination is to be maximised. Woman-centred 
approaches encourage facilitation of claiming back power over their lives, no matter how vulnerable 
they may appear when commencing counselling (Herman, 1992, p. 133, 134).     
 
3b Factors related to counsellors 
The counselling literature maintains that the most important aspect of counselling is the strength of 
the relationship between counsellor and client (Hubble et al, 1999, p. 409 – 416), the dynamics of 
which are extensively discussed by feminists. Participants’ reports confirmed this, and their 
counsellors’ personal qualities also played an important role in assisting recovery.  Discussion about 
counsellors incorporated issues encountered with counsellors generally, as well as the personal 
characteristics of counsellors particularly appreciated and the dynamics of the relationship.   
 
For most of them, it was incumbent on counsellors to introduce the topic of sexual violence because 
of their reticence to speak of such personal issues. Counsellors who raised the issue with the women 
were especially appreciated. Due to the sensitivity of the issue, reluctance was particularly 
expressed by participants in relation to seeing male therapists, although earlier in their lives male 
200 
 
practitioners were the only existing source of assistance for many.  Participants explained that they 
associated males with their violation, which might explain the barrier that prevented many of them 
discussing sexual violence with men.  The literature reveals that for women with severe mental 
health issues, it is advisable when possible to provide a female therapist to reduce the likelihood of 
adverse interactions (Somer, 2000, p. 58) due to transference.   
 
The age of counsellors also appeared to be important.  Participants appreciated older counsellors 
with extensive life and professional experience (Duncan, 2002, p. 22; Lodholz, 2001, p. 24; Morgan 
Disney et al, 2000, p. 36).  Most counsellors and therapists were invariably younger than the women 
and participants found that some did not appreciate the reasons why they had neglected to reveal 
sexual violence earlier. They felt that age conferred life experience on their counsellors.  
 
Since the components of the relationship between women and their counsellor are paramount, a 
range of personal attributes were especially important to participants in their interactions. 
Counselling older sexual violence survivors requires a highly sensitive attitude and the ability to 
proceed gently and gradually in counselling, to enable older women to become accustomed to 
discussing sensitive issues.   Establishing trust and confidence in counsellors (Herman, 1992, p. 56) 
appears to be the most important task that can only be achieved through a strong therapeutic 
relationship (Herman, 1992, p. 133).  Older women feel that it is vital that counsellors accept them 
as individuals, despite the shame they felt in speaking about sexual violence.  They believe that the 
most useful way to demonstrate acceptance is through treating them as equals and implicitly 
believing their stories. Egalitarian attitudes assist with open communication that normalises 
experience and allows older survivors to make decisions about their lives for themselves. 
 
Intrinsic to consideration of the concept of power in counselling, egalitarian relations between 
clients and therapists (Dominelli, 1989, p. 302) were particularly appreciated by participants, 
encouraging focus on survivors’ own expert knowledge about what is helpful for them.  Because of 
the mystique of professional counselling or therapy for this age group, many older women fail to 
realise the efficacy of their own wisdom and knowledge about ways to cope and heal.  This 
particularly applies to those under the care of the mental health system that tends to proscribe such a 
role for clients in the therapeutic dyad and the mental health system.  Maximising client control 
effectively encourages higher levels of confidence in women rather than professionals dictating 
courses of action and encourages trust in their counselling (Herman, 1992, p. 133). A hallmark of 
feminist counselling is working collaboratively with women to achieve their self-defined aims 
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(Somer, 2000, p. 59) and normalising and validating victimisation experiences to contribute to their 
understandings of sexual violence and its effects on their lives.     
   
3c Summary of important practice and service components 
It is suggested that the main factors differentiating counselling with older survivors lie in the nature 
of their experiences, both of sexual violence and of counselling. Generally speaking, the 
experiences of this group indicate that three characteristics are vitally important to consider in 
counselling: chronicity, complexity and multiplicity of experience. These factors affecting recovery 
in old age are intrinsically related to the passing of time since victimization.  Their presence in older 
survivors’ lives is likely to lead to entrenched and severe suffering in late life.  It is essential that 
these characteristics are factored into therapy for older survivors to facilitate recovery.  
 
It must be acknowledged, however, that some survivors may fare better across life, although it is 
important to recognise that old issues may reappear as they face the added stresses of ageing.  This 
group may simply require an empathic, listening ear and confirmation that what they have 
experienced is consistent with women’s experiences across the lifetime after sexual violence, to put 
remaining issues to rest.  The majority of the women in the research group did not fall into the latter 
category, which testifies to the extent and seriousness of the issues that continued to require 
addressing by older survivors after many years of life.  
  
It is suggested that counsellors of older survivors also incorporate an understanding of ageing and 
human development in counselling, combined with an understanding of trauma. Whilst traditionally 
ageing theory has not recognised the agency of older women to manage life successfully by 
centring ageing theory on dependency in late life, older survivors have demonstrated by their 
continuing survival that with assistance they may recover and master the added effects of ageing.  
Allowing survivors to come to terms with earlier experiences to enhance the quality of their lives in 
old age (Hunt, 1997, p. 11) must be seen as equally important as for any other older person.       
 
Many counselling services are not funded to deal therapeutically with day-to-day issues experienced 
by ageing women. Thus, shared casework with social workers in aged care agencies is suggested as 
more closely addressing older women’s practical needs, leading to their empowerment as they more 
effectively manage their lives in old age in the context of survival of earlier sexual violence.  
Establishment of joint consultation and working relationships between aged care workers and 
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sexual violence counsellors would potentially broaden the extent of knowledge relevant to both 
parties’ practice and assist older survivors with practical facets of everyday life. 
 
Thorough trauma training is also recommended for aged care workers (Bateman et al, 2013, p. 39; 
Hunt, 1997, p. 226) in recognition of the practical implications of survivorship in old age.  It is vital 
for workers within residential aged care to be able to recognise manifestations of the aftermath of 
earlier sexual violence (Peters and Kaye, 2003, p. 46; Hunt, 1997, p. 225) when assessing problems 
emerging in old age that may severely disrupt everyday functioning. The ramifications of re-
experiencing intrusive traumatic memories (Schreuder, 1997, p. 17), thus reactivating distress, must 
be thoroughly understood if misdiagnosis of mental confusion and dementia is to be avoided  (Hunt, 
1997, p. 216) and appropriate assistance provided in recovery and ongoing negotiation of life.   
 
Counsellors working with older survivors may find this work challenging, considering the likely 
complex psychological and somatic symptoms of this older group.  It should be recognised and 
acknowledged that stoicism has been an important part of survival for this age cohort and has often 
served them well. Counsellors need to be sensitive lest they undo effective survival strategies.  
Therapy must be entered into carefully in order to avoid retraumatisation (Bateman et al, 2013, p. 
30) that can occur when older women deal with the impact of unresolved past issues. Working with 
long-term entrenched trauma effects requires gradual building of confidence in these women’s 
ability to heal and thrive.    
 
In summary, a range of approaches has been discussed and suggested in working with older sexual 
violence survivors which incorporate thorough understanding of the long-term nature of their 
survival. Suggestions are made that appropriate approaches reflect understanding of both ageing 
and trauma, as well as the effects of earlier sexual violence experiences on a most oppressed 
societal group facing negotiation of old age. Suitable therapy would allow older women to 
maximise the quality of their lives as they work towards overcoming long-term effects related to 
earlier sexual violence in attempting to achieve recovery.  As the principles of such therapy become 
more widely understood and utilised in addressing the impacts of earlier sexual violence, it may be 
possible for retraumatisation in old age to be prevented through earlier efficacious interventions.     
   
4        Service provision issues 
The factors already discussed identify the experiences of older female sexual violence survivors and 
support what is perceived as suitable counselling provision to deal with sexual violence issues in 
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late life.  If this group is to be attracted to attending counselling to help resolve outstanding issues 
that may impact on ability to age comfortably, the particular needs of older sexual violence 
survivors must be reflected in agency policies and protocols.  Provision of such services will 
become imperative as greater numbers of affected women age. A global examination of the 
therapeutic sector working with aged clients also opens the way for more innovative practice.      
 
Arrangements within organisations play a vital role in provision of suitable services for this group.  
On a societal level, service provision dependent on government policy and decisions about the 
parameters of service also affects how well the needs of this group are met. Participants made 
several important points about service provision and made recommendations related to this, in 
particular, issues of accessibility and flexibility in service arrangements.  
 
This covers a range of practical considerations regarding equitable services for older women. 
Because of the age and possible retirement status of older survivors, many factors have a direct 
bearing on ability to access services. Inability to pay for services may be an issue for retirees and 
may have a negative impact due to policies governing duration of counselling, as many services are 
time-limited due to funding constraints (Orbach, 2003, pp. 35, 36).  This may lead to a need to 
utilise the private therapy sector.  Older survivors may be more prone to social disadvantage and 
thus less likely to avail themselves of private therapy because of limited available funds.  Limiting 
duration of counselling may therefore discriminate against older survivors’ needs.   
 
Several participants commented on organisational guidelines for service provision regarding 
accessibility. They preferred organisations that maintained aged user friendly protocols and policies 
on the parameters of counselling. Environmental factors due to ageing women’s increasing physical 
frailty and possible mobility problems (Vinton, 1999, p. 97) increase the need for provision of 
outreach counselling to private or residential aged care homes (Holosko and Feit, 1996, p. 64), 
rarely offered in the therapeutic sector.  Locating agencies in an area with sufficient transport and 
parking are factors seen as crucial (Vinton, 1999, p. 97) in supporting access.   
  
Flexibility of services on offer (Cook and Niederehe, 2007, p. 266) was also seen as important.  
This encompasses waiting times to access counselling and flexible choices about services offered. 
In particular, in recognition of the variability of survivors’ individual needs and the extent of 
recovery already achieved, sufficient flexibility to allow long term counselling encompasses 
recognition of the potential complexity of older women’s survival experiences (Bateman et al, 
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2013, p. 40; Orbach, 2003, p. 35).  Because of older survivors’ unfamiliarity with the concept and 
purposes of counselling, they may need to gradually acclimatise to counselling processes.  This may 
be difficult if agencies offer time-limited counselling. To encourage older survivors to attend 
counselling, agencies need to recognise the benefits in adhering to these requests. Support and 
advocacy are also highly regarded by older women who appear to welcome provision of survivor 
support groups catering specifically for ageing women (Brandl et al, 2003, pp. 1493, 1494).   
 
Awareness-raising about the existence of services offering specialised counselling to enable all 
professionals to effectively refer clients for tailored assistance is also important (McFerran, 2009, p. 
7; Gibbons, 1996, p. 1758).  Over time, participants saw many counsellors who were reluctant to 
discuss sexual violence, possibly due to lack of comfort or relevant knowledge, which may have 
been a factor in fragmentation of services they received across their lives (Bateman et al, 2013, p. 
32).  Several participants suggested a need for public education and public awareness-raising so that 
appropriate referrals to agencies cognisant of the effects of sexual violence are possible.  
 
Knowledge about the geographic location of services is pivotal in enabling women to attend 
counselling, as specialised sexual violence services outside of metropolitan areas are few (Gibbons, 
1996, p. 1760), particularly away from the Australian coastline.  Rural older women suffering 
sexual violence may also find discussion of this issue difficult in traditionally conservative rural 
settings (Schaffer, 1999, p. 68).  This issue constitutes a dilemma for workers in such areas.    
 
In addition to provision of specialised sexual violence services for older women, it is suggested that 
higher levels of collaboration between agencies that assist older women, such as aged care services, 
domestic violence or elder abuse agencies, mental health services, substance abuse specialists, and 
specialised sexual assault services (Bateman et al, 2013, p. 30; Fisher, Zink, Pabst, Regan and 
Rinto, 2004, p. 80; Bechtle, Higgins and Follette, 2002, p. 223) be implemented. In particular the 
need for specialised knowledge about both sexual violence and mental illness is acknowledged, due 
to the high incidence of crossover in issues, to enable counsellors to work effectively in a very 
challenging area of dual or multiple diagnoses.  Moves initiated by government to encourage such 
changes must be encouraged.  
 
Co-case management represents a model that demonstrates cognisance of the entirety of likely 
issues in older women’s lives.  Many ageing women’s lives are significantly affected on a practical 
level by the interaction of complex issues related to multiple instances of interpersonal violence 
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(Briere and Jordan, 2004, p. 1253, 1255).  Such complexity is illustrated by the fact that survivors 
may present for therapy with several types of simultaneous symptoms relating to various issues in 
their lives (Briere and Jordan, 2004, p, 1254).  Examples of this are seeking assistance with mental 
health and substance abuse issues (Briere and Jordan, 2004, p, 1257, 1258), for which dual service 
delivery models already exist.  Bateman et al advocate promotion of ‘systems collaboration, 
coordination and integration’ (2013, p. 39) that may lead to as complete recovery as possible for 
survivors with complex issues.  Recognition of the need for collaboration in case management in 
late life may also simplify access to therapy that alleviates symptoms as a whole. 
 
Recommendations include change in the aged care sector in terms of the emphasis of care, ensuring 
that counselling is recognised as helpful for ageing people, particularly those with trauma issues 
from earlier in life.  Traditionally counselling has not been extensively offered for the aged, except 
for those with mental health issues, although life review, reminiscence groups and psycho-
educational groups are commonly offered for older people (Aspnes and Lynch, 2007, p. 342; 
McInnis-Dittrich, 2002, p. 248). Reminiscence groups require professional evaluation as debates 
exist as to the interest of older people in such services and whether these groups would meet the 
more specialised needs of long-term sufferers of the trauma of earlier sexual violence without 
retraumatising them.  The extent of mental illness and suicidality in ageing populations has already 
been noted (Kurst-Swanger and Petcosky, 2003, p. 162; Reynolds, Alexopoulos, and Katz, 2002, p. 
28), and the possibility of unresolved trauma effects must also be recognised behind the symptoms 
of mental illness that sometimes lead to high rates of suicidal ideation (Aarts and op den Velde, 
1996, p. 374).  Services must take all these factors into consideration, and endeavour to meet the 
above-mentioned criteria for effective practice with this older group. 
 
On a tertiary level of service provision, sufficient funding of services long-term was also recognised 
as necessary to provide easier access to assistance, which is embodied in government reports 
(Bateman et al, 2013, p. 40).  A federal report released by FaHCSIA in 2009 provides guidelines to 
address the issue of sexual violence in Australia. This report incorporates suitable policy on service 
provision in all areas of violence and focuses on a national plan suggested for implementation in all 
Australia states. Its recommendations address issues such as the fragmented nature of services 
Australia-wide, lack of policy implementation, failures in primary prevention, inadequate funding 
of services, and inadequate monitoring and reporting of best practice (FaHCSIA, 2009, pp. 5, 6).  
The findings of the present study concur with this report addressing a most pressing issue for 
women of all ages.  Recommendations are that these guidelines be expanded to include this age 
206 
 
group specifically, for whom tailored service provision is even more sparse than for other women. 
Such pragmatic solutions to alleviation of older survivors’ multiplicity of symptoms would also 
benefit the community generally, particularly in overall cost benefit terms (Bateman et al, 2013, p. 
35) related to service provision for the increasing ageing Australian population.   
 
In addition to this report, a recent government taskforce report by the Mental Health Coordinating 
Council, ‘Trauma-Informed Care and Practice: A National Strategic Direction’, (2013) addresses 
practice with people with trauma issues generally. The authors of this report make a number of 
specific recommendations about provision of a Trauma-Informed Recovery Oriented approach 
across ‘multiple service systems including but not limited to emergency and acute services, mental 
health care, primary health care, substance abuse and domestic violence services’ (2013, p. 30).  It 
alleges that service providers in Australia have a poor record of providing suitable services to 
survivors of trauma (Bateman et al, 2013, p. 4). Its recommendations cover every tier of practice 
with trauma survivors. This report proposes that integration is necessary between public, private 
and community-based mental health and human services and systems ‘to facilitate a strategic 
approach towards a cultural shift in policy reform in mental health and human services in Australia’ 
(Bateman et al, 2013, pp. 4, 5).  
 
This report is wide-ranging in the extent of reform recommended for workers whose practice 
incorporates trauma.  It suggests further education in collaboration with the mental health sector so 
that trauma-informed practice becomes accepted in all service areas, including the community 
sector (2003, p. 3). Its recommendation for better education for workers in mental health, substance 
abuse and other health and welfare agencies, as well as undergraduate students in health-related 
fields, includes training in trauma-informed services informed by consultation with and active 
involvement of clients (Bateman et al, 2013, pp. 38 – 42) in formulating effective services. This 
report purports that if sufficient funding of evidence-based services were established and 
maintained for trauma-specific services, and all policies and systems specific to this area of practice 
were dedicated to supporting non-traumatising services for consumers (2013, p. 40), this would 
enable workers to competently assist adult trauma (2013, pp. 31, 32). 
 
A further suggestion in this report concerns necessary reforms of higher level policy agendas that 
govern provision of effective services for this client group. In advocating reforms in government 
policy and service integration, it recommends ‘whole of government policy reform … and cross-
government collaboration between Federal, State and Territory governments … across the broad 
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range of human service sectors’ (2013, p. 3). It also advocates for trauma-informed care and 
practice to be embedded into the National Recovery Framework and the next National Mental 
Health Commission Report Card that guides policy and practice in this area in Australia.  Processes 
to be employed include ‘engagement with senior policy makers’ with ‘prioritisation for policy, 
planning, research and sector funding’ (p. 3). Such comprehensive recommendations if adopted 
would offer the type of services tailored to the needs of all trauma survivors, including of sexual 
violence.    
 
This report endorses the value of continuing research to inform knowledge (p. 40). Such trauma-
informed recovery oriented approaches aim to improve collaboration between ‘consumers and 
carers, policy makers, and service providers’ (p. 4) promoting ‘organisational cultures that are 
personal, holistic, creative, open, safe and therapeutic’ (p. 5). Although this task requires 
involvement and active commitment on all levels, its implementation through a government focus 
on such guidelines ensures meaningful processes employed at all stages of trauma survivors’ lives 
to enable them to achieve recovery and fully participate in community life.  It also recommends 
networking and collaboration with the international community in these areas of interest. 
 
Many community-based sexual violence services currently endeavour to provide suitable trauma-
informed services, although experiencing difficulty in light of reduced funding. Such attitudes 
represent false economy, since many ageing people, particularly growing numbers of ageing women 
living for longer periods (McCallum & Geiselhart, 1996, p. 7), use a wide variety of health and 
welfare services simultaneously (Ullman and Brecklin, 2003, p. 46; Parker and Lee, 2002, p. 987) 
in the absence of therapy specifically addressing complex and severely impacting issues such as 
sexual violence.  Provision of services that only partially facilitate resolution of older survivors’ 
issues costs the community a substantial sum annually (Lievore, 2003, p. 111).  Such an outcome 
would dramatically reduce the number of other services these women require as they age.  Many 
older women are not accustomed to attending counselling; however, their lives may be transformed 
when recovery is achieved, enabling reconciliation of outstanding issues prior to the end of life.   
  
5 Impact of the research on practice with this group 
In that participants gained new insights into the meaning of their experiences, the function of 
consciousness-raising was achieved through research processes, which aimed at maintaining 
women’s voices (Mears, 2003, p. 1480) as the most important component of reported findings.  As 
reported in Mears’ study about older women who had experienced violence (2003, p. 1479), the 
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women’s comments indicated that they felt empowered through telling their stories to make a 
potentially valuable contribution to the welfare of other older survivors seeking assistance. Most 
participants expressed gratitude for what they concluded had been a valuable reflective exercise 
allowing them to reassess their progress in recovery.  
 
The intent of research processes was not therapeutic.  Nevertheless, several participants mentioned 
that reporting on their experiences through a different format to that undertaken in counselling 
offered them a fresh perspective on their healing journey. Furthermore, their interviews enabled 
them to give testament to their recovery (Herman, 1992, p. 181), an important ritual of healing.  
This research presented the opportunity for older survivors to break their silence and tell their story 
around an important life theme that changed the course of their lives and to personally evaluate the 
quality of therapy undertaken to address this issue.  To the extent that these women were prepared 
to open up and impart much valued information to supplement the existing body of knowledge on 
this topic, a great debt of gratitude is owed to them for their willingness to contribute in the 
courageous way that they have through their interviews.  
 
6 Limitations 
The limitations of this study result mainly from the small sample size and the wide variability of 
participant characteristics and experiences derived from deliberate recruitment methods from 
counselling and support organisations in the counselling and women’s practice areas in South-East 
Queensland.  Reliance on self-report also produces inherent shortcomings, with methods centring 
on telling a life story being subject to ‘forgetting or retrospective reconstruction’ (Tagg, 1985, p. 
188).  Memories of abuse may be inaccurate or patchy, due to the number of years between the 
earliest assault, the most recent, and the current time frame.  Nevertheless, data regarding the 
experience in relation to meaning can still produce significant and pertinent findings.   
 
The experiences of this particular group are non-representative of the population of ageing women 
or to those accessing counselling for sexual violence issues because only the experiences of a small 
purposively recruited sample could be explored. For ease of recruitment, older participants were 
sourced mainly from counselling agencies so that their accounts would provide rich data relating to 
the topic.  Conclusions are limited to study participants and suggest possible elements of experience 
that merit further exploration in the future.   
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The characteristics of these women limit the ability to draw conclusions about all survivors in this 
age group. The research group included three age cohorts, and a wide variety of meaning was given 
by participants for the impacts they experienced according to the stage of both ageing and recovery 
achieved. Women from culturally diverse backgrounds, Indigenous women, and women who 
identified as lesbian were not able to be recruited; the experiences of such groups would have 
yielded differing reports. It is on the basis of this group of participants’ experience that the 
significance and implications of the findings were discussed. The conclusions reached from the 
findings of this study are limited to mainstream white Australian experience.   
 
Finally, this study aimed to follow feminist methods of research with the objective of its design to 
be as participatory as possible. Although more direct participation in all aspects of the research 
would be empowering for participants, many women expressed feeling empowered simply through 
having the opportunity to speak out about a topic relevant to them through most of their lives.      
 
7 Directions for future research 
Ideally future research would further explore the main influences in this research in relation to 
counselling, that is, sexual violence, ageing and trauma. In particular, the voices of older women 
themselves (Olle, 2005, p. 36) contribute to knowledge in this area. Further research into 
counsellors’ general knowledge about ways to work with this group is warranted. 
 
More in-depth exploration, as recommended by Cook et al (2011) on trauma-focused counselling 
approaches for the research group (p. 1078) is advocated.  Identification of the optimal components 
of counselling to specifically address the trauma of sexual violence survival by late life would guide 
formulation of more practical and useful counselling approaches for this group. Additionally, the 
efficacy of traditional counselling approaches commonly used with older people in general could be 
evaluated for their suitability in addressing the needs of older traumatized populations.   
 
It is recommended that further large-scale studies be carried out with ageing sexual violence 
survivors with a wider variety of characteristics, so that a more comprehensive picture of the reality 
of their lives across the lifetime can emerge. Several commentators on trauma in late life 
recommend that longitudinal research be employed to produce more accurate knowledge about the 
course of trauma across the lifetime and ways that trauma impacts survivors as they age (Thorp and 
Blazer, 2012, p. 377; Bright and Bowland, 2008, p. 388). In particular, details of the lives of 
Indigenous women, women from culturally and linguistically diverse (CALD) backgrounds, or 
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women identifying as lesbian are required to be studied, as are the experiences of intellectually or 
physically disabled women. Each of these areas is likely to present distinct and widely divergent 
circumstances that require further exploration.   
 
A broader search for participants accessing private therapists, particularly those within residential 
aged care is desirable, due to class and age differences amongst older women. Participants were 
recruited predominantly from community-based or government sponsored agencies in the public 
sector. This study does not include the voices of the oldest old, apart from one participant.  Inability 
to consider variations in experience by age cohort is a major barrier to generalising this research to 
all older women.   
 
Despite the fact that many in the oldest age cohorts have experienced the trauma of earlier sexual 
violence, it will be equally important in future to ascertain the experiences of the ‘Baby Boomer’ 
generation (Cook and Niederehe, 2007, p. 269) who make up the largest proportion of future older 
people (Maples and Abney, 2006, p. 3). This generation is more accustomed to the notion of 
therapy and more vocal in demanding services to assist with multiple life issues. Thus, they are 
more likely to seek counselling to address their problems (Maples and Abney, 2006, p. 4).  
Provision of tailored services to deal with sexual violence is vitally important, since past research 
reveals prevalence rates of up to a quarter of all women experiencing sexual violence at some time 
in life. With people generally living longer, it would be wise to address longstanding issues that 
reduce quality of life at older ages.  
  
Conclusion      
The findings of this study reveal a complex set of themes and trends that represent description, 
analysis and evaluation of the experiences and therapeutic needs of ageing sexual violence 
survivors.  The research sought to uncover the meaning and impact that earlier sexual violence has 
for ageing women, taking into consideration the political implications of living in a societal system 
better suited to the interests of younger generations. The implications of the findings are that 
provision of relevant services to meet the needs of this group is an important matter for all service 
providers due to concerns about the recovery possibilities of this under-represented group.   
 
The study explored mitigating factors allowing some ageing female survivors to be resilient to 
trauma and hardship, to ultimately achieve better life outcomes than others similarly affected. 
Factors enabling this included positive personal attributes such as resilience, resourcefulness and 
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stoicism, highly valued informal and professional support enjoyed across life, development of 
effective coping strategies, and the value of a personal sense of spirituality in achieving survival.  
To the extent that individual women possessed or practised these concepts, it was evident that 
participants’ experiences either predisposed them to or delayed survival and recovery. They 
provided thoughtful and thought-provoking responses about their survival journey which inform 
therapeutic frameworks deemed suitable for counselling this group.  
 
Equally, this research identified the special issues of ageing women for whom recovery has not yet 
been possible. Some participants reported childhood experiences best described as severe neglect 
and even torture, so serious were the violations inflicted upon them at the most vulnerable time of 
their lives in childhood. The aftermath of such experiences is frequently long-term unresolved 
trauma manifested through mental and somatic illness. When the balance of exacerbating and 
ameliorating factors weighed more in the negative direction, these women continued to need 
counselling to assist with negotiation of everyday life. It is these highly vulnerable women for 
whom relevant counselling approaches are most necessary.   
 
Not all therapy accessed by participants was helpful in resolving long-standing issues, as time 
limitations and restrictive counselling service protocols and policies were reported as common. This 
group encountered barriers to resolution of this issue through lack of knowledge or expertise of 
some counsellors they accessed.  For this reason, further investigation is needed into suitable 
approaches, taking the potential characteristics of survivors’ lives and therapeutic histories into 
account (Cook and Niederehe, 2007, p. 270).  Many older women require long-term support by 
compassionate and empathic counsellors who provide assistance and walk alongside them as they 
bravely battle the vestiges of their trauma-laden past and the remaining trauma present in old age. In 
recognition of their strength and resilience as survivors it is vital to continue investigating ways to 
help mitigate the effects of trauma on such vulnerable women.  In this way, it may be possible to 
ensure that some of our most vulnerable citizens are able to be assisted in resolving outstanding 
issues to allow true quality of life and a peaceful end of life experience. 
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APPENDIX 1 
 
CONSENT FORM 
‘It’s Never Too Late’ – The Counselling Experiences 
of Ageing Female Sexual Assault Survivors 
I have been asked to take part in a research study on the meaning of counselling for sexual assault 
experiences across the lifetime, taking place in 2005 - 2006.  I have been informed about the nature 
and purpose of the interviewing and what is required of me, and I understand: 
 
1. That my participation in the study is voluntary, that I may refuse to answer any question at 
any time, and that I may withdraw from the study at any time. 
2. That any information obtained in connection with this project and that can identify you will 
remain confidential.  No information will be provided to anyone outside the research team in 
an identifiable form without your written consent except where: 
(a) I disclose an intention to harm yourself or others,  
(b) there is a Court Order requiring release of information, 
(c) I disclose suspected child abuse or neglect, or other criminal activity and reporting is 
required by the researcher’s professional code of conduct. 
3. That I may request information about the study when it is completed. 
4. That although the study is concerned with gathering information that will eventually be of 
general assistance in working with people who have had traumatic experiences such as 
sexual assault, it may not result in any direct or immediate benefit to me. 
 
Date:  ………………   Participant’s Signature:  ……………………………… 
 
      Witness’s Signature:       ……………………………… 
 
If you have any questions about the study at any time, feel free to contact the researcher or her 
supervisors at the numbers below. 
 
Joyce Westerman BSW (Hons.)   Supervisors: 
PhD Candidate – University of Queensland      Dr Jill Wilson   33651843 
Phone: (07) 5573 4485 or 0410319877  Dr Karen Healy    33651847       
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INTERVIEW TOPICS FOR DISCUSSION 
 
 DESCRIPTION OF SEXUAL ASSAULT SERVICES RECEIVED 
 Prior attendance at any counselling services – subject matter at time 
 Nature of service provided, i.e. counselling, support, referrals, information, court support, 
advocacy, group work 
 Duration of services received and number of separate occasions 
 Other types of support received (doctors, ministers of religion, friends, family) 
 WOMEN’S EXPERIENCES OF COUNSELLING  
 Prior knowledge about sexual assault services – how known  
 Referral pathways and timing of attendance 
 Whether counselling/ support accessed at time of assault/s 
 Expectations and hopes of sexual assault counselling  
 Counsellor/ support worker methods, including topics covered 
 Relationship dynamics with counsellor/ support worker  
 Overall personal evaluation – what helped/ hindered, and why? 
 EVALUATION OF AVAILABLE SERVICES 
 How decisions are made about which services to attend 
 Impact of setting and administrative policies, i.e. access, agency protocols etc. 
 What makes a service attractive/ barriers to usage of services by older women 
 Opinion about importance of specialised services for sexual assault issues  
 Recommendations for service providers re older women’s counselling needs 
 Changes in life as a result of counselling  
 SEXUAL ASSAULT EXPERIENCES 
 Details of sexual assault experience/s - including perpetrator identity and details, and time 
elapsed since the last incident 
 Revictimization experiences and family history of sexual assault 
 Resultant trauma effects and duration 
 Legal responses - evaluation 
 IMPACTS OF SEXUAL ASSAULT 
 Relationships – interpersonal, friendships, sexuality, social life 
 Developmental – life stage factors (retirement, grandmotherhood etc.) 
 Practical – employment, education, income support, housing 
 Physical, emotional, psychological, existential (meaning for life) 
 Mental illness and substance abuse, if applicable 
 Descriptions of trauma effects on their lives 
 Support networks and their personal importance 
 Survival - coping strategies and skills 
 WOMEN AS INDIVIDUALS NOW – AND LOOKING FORWARD 
 Perceptions of own vulnerability and/ or resilience – risk and protective factors 
 Current adjustment, and coping strategies and skills (recovery level) 
 Age cohort influences and effects, i.e. values, beliefs, norms, attitudes  
 Personal meaning for life – self-knowledge, wisdom, identity, strengths 
 Impact of ageing on recovery from effects of sexual assault 
 Future projections for own life – plans, dreams, hopes 
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Date      
INFORMATION SHEET 
 
Research on Ageing Women and Sexual Assault Counselling 
 
Who is being interviewed? 
Women 60 years of age and over who are Australian citizens and have experienced sexual assault in 
community settings (rather than war) will be interviewed about their experiences of counselling. 
 
Who is doing the interviewing? 
My name is Joyce Westerman and I am a postgraduate student in the Department of Social Work 
and Applied Human Sciences.  I also work part-time as a sexual assault counsellor. 
 
My contact details 
I can be contacted on (07) 5573 4485 or on my mobile on 0410319877.  If I am not available you 
can leave a message on either of these phone numbers.  Should you wish to contact my supervisor, 
you may contact Jill Wilson on 3365 1843. 
 
What does the research involve? 
I will firstly meet with you briefly to tell you about myself and the research.  Several weeks later we 
will arrange a suitable time to do the main interview, which will be tape-recorded and last for about 
2 hours.  About a month after this interview I will again meet briefly with you to check how the 
interview process was for you and to clarify anything either of us is unclear about.  Before you 
decide whether to be involved you can take some time to think about it. 
 
Will your privacy be respected?   
No identifying information will be kept.  The audio tapes will be transcribed by me and will be kept 
in a locked cupboard.  I will be the only one who has access to the computer on which they are 
typed.   No information will be shared with anyone else unless I have asked your permission first.  
It is sometimes necessary to discuss the research with my supervisors, but if this is done, I will not 
identify you by name or say anything that could identify who you are.  When the project is written 
up, I will use false names to avoid identification. 
 
Do you have choice about whether to participate? 
Participation is entirely voluntary and it is up to you whether you take part or not.  Once we have 
started, you can pull out immediately, if you find the interview uncomfortable.  Then anything I 
have collected would be destroyed.  You can pull out at any stage of the process. 
 
Who is organising the research? 
The research is being organised through the Department of Social Work and Applied Human 
Science at the University of Queensland.  Your counsellor may have told you about the research. 
 
How will the information be used? 
At the end of the project I will provide all who participate with a summary.  You will also have the 
opportunity to read your own transcript.  The overall results of talking with you will be used to gain 
a better understanding of how you found your counselling process and have made sense of your 
experiences of sexual assault over time. This information will assist those who provide services for 
women like yourself, and hopefully will allow such services to improve because of this knowledge. 
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How can you arrange to be part of this project? 
Please contact me on the numbers given earlier in this letter and we will arrange a time. 
 
This study has been cleared by one of the human ethics committees of the University of Queensland 
in accordance with the National Health and Medical Research Council’s guidelines.  You are of 
course free to discuss your participation in this study with project staff, contactable on the numbers 
given on page 1.  If you would like to speak to an officer of the University not involved in the 
study, you may contact the Chair of the School Research Ethics Committee (School of Social Work 
and Applied Human Sciences) on 3365 2068. 
 
I hope you will enjoy taking part in this project.  If there is anything you do not understand or 
would like more information about, please do not hesitate to contact me.  I look forward to meeting 
with you soon. 
 
Yours faithfully, 
 
 
 
 
Joyce Westerman BSW (Hons.)     
PhD Candidate - University of Queensland                  
Phone: (07) 5573 4485 or 0410319877   
 
Supervisors:  
Dr Jill Wilson     Phone: 3365 1843  
Dr Karen Healy    Phone: 3365 1847 
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INFORMATION FOR REFERRING AGENCIES 
 
Research Project on Ageing Women & Sexual Assault Counselling 
To introduce myself, my name is Joyce Westerman, and I am a social worker who has been a sexual 
assault counsellor for five years. I am undertaking this research to earn my PhD.  I currently work at 
the Gold Coast Centre Against Sexual Violence.  I have seen ageing women in my counselling 
practice, and I am interested in knowing how to better assist them.  My contact details and that of 
my supervisor, Dr Jill Wilson, are given at the end of the information sheet. 
 
The research concerns the counselling experiences of ageing female survivors of sexual assault, as 
well as meaning, impact, and background information about sexual assault experiences. The 
interviews will employ a feminist social constructionist approach to knowledge.   
 
Research Aims 
With the growing ageing population, it is important to study how ageing women accessing 
counselling for earlier sexual assault experiences find their counselling experiences.  The aim is to 
ascertain whether differences exist for this group in terms of their needs and the techniques they 
find most helpful, given the added impacts of ageing.  A number of characteristics indicate that the 
needs of this group may be different to those of younger women who access counselling, one factor 
of which is the time elapsing between the assault and seeking counselling.  Ageing may be the 
catalyst that motivates older women to attempt to address their longstanding issues.  
    
Participant Selection Criteria 
The sample will comprise Australian women aged 60 or over who have attended community-based 
counselling services regarding sexual assault experienced in adult life in community settings (rather 
than war). I hope that a variety of ages and individual characteristics will be represented, e.g. 
ethnicity, marital status, socio-economic status etc. Women with intellectual disabilities are not 
included, due to limited ability to give informed consent, although physical disability does not 
preclude participation. Sexual assault need not have been the primary reason for seeking help.  
Volunteers need to have undertaken sufficient counselling to allow time for recovery, so that 
interviewing is not likely to traumatize them.   
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Research methods 
The research will consist of three interviews with the women: 
1. Orientation Interview:  to introduce myself and discuss the research, while checking on 
women’s suitability regarding potential traumatisation. 
2. Main semi-structured qualitative narrative interview: using topics from an interview guide. 
3. Subsequent follow-up interview: to clarify matters initially discussed. This allows reflection 
on the research process, the opportunity to clarify contributions, and will check on the 
women’s well-being after interviewing. 
 
I understand that the topic of sexual assault is potentially stressful for some people.  If a woman 
decides to participate, at the first interview we will identify a counsellor for her to access afterwards 
if she becomes upset during interviewing.  When you refer a woman for this project, I ask you to 
consider this, as potential support must be arranged before the research commences, as an ethical 
requirement of the university. 
 
Participants will be asked to sign a consent form to show that they fully understand the meaning of 
participation in this project.  I will recontact them to arrange a suitable time for the interview.  The 
main interview will take about 1 ½ to 2 hours, and will be tape-recorded.   
 
At the end of the main interview, I will make a further appointment with participants for about a 
month later.  At this final meeting a transcript of the interview will be available for reading.  
Participating in interviewing such as this can be a unique and empowering experience, so I am 
interested in how the women find the process and feel about it later. 
 
Important points about the research dynamics and participants 
I will assure participants that they are free to withdraw at any point in the planning or interviewing, 
should they feel uncomfortable.  I will not be offended if they decline to answer or withdraw, as I 
understand the difficulty of discussing such topics.  They do not have to give reasons.  If they 
withdraw I will not use what was already recorded in the write up. 
 
Everything women say is confidential.  However, since I am doing this project as a university 
student, I do have to discuss it with my supervisors from time to time.  If I do, I will not disclose 
any identifying information about the women or their words.  After transcription of the interviews 
each woman will be assigned a pseudonym.  If any information could be identifying, it will be 
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disguised.  When possible I will check with the women about what they are comfortable for me to 
include in the write up. 
 
Although I will not ask the women to speak of anything that upsets them, I will urge them to think 
about possible effects before volunteering.  I will rely on referring workers to assess this, and ask 
them to refer women only after thoroughly discussing this aspect with them.  I will also discuss this 
in my orientation interview with them. 
 
What is the referral process for this research? 
I will need to discuss individual referrals before having contact with the women.  This is to ensure 
that they meet the research criteria and to discuss whether they are able to cope with speaking about 
their experiences without being traumatized.  I will also need to check your agency’s ethical 
policies, and share those of the university with you. I will supply copies of the Information 
Statement for intending participants prior to my first meeting with them or at their orientation 
interviews. Women can contact me directly to make a time for the orientation interview or you may 
facilitate this on their behalf.  I may also request your assistance in locating a suitable place for the 
interview, where it is quiet enough to cater for the possibility of some women’s diminished hearing 
and access if mobility is an issue. 
 
Thank you for your interest.  I look forward to speaking with you about this research.  If you have 
any further queries, please do not hesitate to call me so that we can discuss it further. 
 
Kind regards, 
 
 
 
 
Joyce Westerman BSW (Hons.)    Supervisors: 
PhD Candidate - University of Queensland                 Dr Jill Wilson  3365 1843 
Phone: (Home) (07) 5573 4485 or 0410319877  Dr Karen Healy 3365 1847 
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